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will your cardiac patients 
be able to continue 


the diuretic you prescribe © 


uninterrupted therapy is the key factor in diuretic control of 
congestive failure. You can prescribe NEOHYDRIN 


every day, seven days a week, as needed. 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 

The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 

of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 


Pines. This section is unexcelled for its healthful climate. 
ae facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


WINCHESTER 
CONFIDENCE 


We value above all else the confidence of our cus- 


tomers and friends. 
We want your confidence and patronage too. 


If we can’t have both together, make us earn your 


confidence first and we'll take our chances on the 


patronage. 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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sealed-in-foil 


BRAND 


REAGENT TABLETS 


a rapid, reliable urine-sugar test every 


time because every batch of Clinitest 
Sealed-in-Foil Reagent Tablets is tested 


for stability under conditions as exacting 
as a tropical rainy season—86° to 90° 
temperatures and 95% humidity. 


Clinitest Reagent Tablets, Sealed in Foil, 
boxes of 24 and 500, 


AMES DIAGNOSTICS 
Adjuncts in Clinical Management 


(i N AMES COMPANY, INC - ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto s2750 
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ACETATE 
Supplied: 
1.0% (10 mg. per Gm.) 
in 5 Gm. and 20 Cm. tubes 
2.5% (25 mg. per Gm.) 


in 5 Gm. and 20 Cm. tubes 


ountment 


ACETATE 
Supplied: 
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0.2% (2 mg. per Gm.) 


in 5 Gm. tubes 
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pedigree 


Only a flawless pedigree — a long and illus- 


trious ancestry of purebreds — can produce 
a champion show dog. 


Only audivox in the hearing-aid field can trace an 
ancestry that includes both Western Electric and Bell 


Telephone Laboratories. audivox lineage springs from 
the pioneer experiments of Dr. Alexander Graham Bell, 
furthered by the development of the hearing aid at Bell 


Telephone Laboratories, brought to fruition by Western 
Electric and audivox engineers. 


Successor to Western Electric Hearing Aid Division 
123 Worcester St., Boston, Mass, 4 


all-transistor 


Model 72 
by Audivox 


audivox presents a versatile new tool in the psycho- 
logical and somatic management of hearing loss — the 
Model 72 “New World.” Because it departs completely 
from conventional hearing-aid appearance, this tiny 
“prosthetic ear’ may be worn as a barrette, tie clip, or 
clasp without concealment. Resultant benefits include 
new poise and new aural acuity for the wearer through 
free-field reception without clothing rustle, 


MANY DOCTORS rely on career Audivox dealers 
for conscientious, promp! attention to their 
patients’ hearing needs. There is an Audivox 
dealer — chosen for his interest, ability, and 
integrity —in your vicinity. He is listed in the 
Hearing Aid section of your classified telephone 
directory, under Audivox or Western Electric. 


the pedigreed hearing aid. 
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ACHROMYCIN has proved effective against: 
Pharyngitis 

Acute Bronchitis 

Tonsillitis 


Pertussis 
Otitis Media 


Scarlet Fever 
Osteomyelitis 
Epidermal! Abscesses 
Acute Brucellosis 
Pancreatic Fibrosis 
Typhus Fever 
Sinusitis 

Gonorrhea 

Bacillary Dysentery 


Pneumonia with or without Bacteremia 
Bronchopulmonary Infection 

Acute Pyelonephritis 

Chronic Pyelonephritis 

Mixed Bacterial Infections 

Soft Tissue Infections 

Staphylococcal Septicemia 
Pneumonoccal Septicemia 

Urogenital Tract Infections 


Acute Extraintestinal Amebic Infections 
Intestinal Amebic Infections 


Subacute Bacterial Endocarditis 


HYDROCHLORIDE 
Tetracycline HCl Lederle 


A TRULY BROAD-SPECTRUM ANTIBIOTIC 


Clinical research has proved ACHROMYCIN to be effective against more than a score of 
different infections, including those caused by Gram-positive and Gram-negative 
bacteria, rickettsia, certain viruses and protozoa. 


In addition to its true broad-spectrum activity, ACHROMYCIN provides more rapid 
diffusion than certain other antibiotics, prompt control of infection, and the distinct 
advantage of being well tolerated by most persons, young and old alike. 


ACHROMYCIN, in its many forms, was accepted by the medical profession in an amazingly 
short time. Each day more and more prescriptions for ACHROMYCIN are being written 
when a broad-spectrum antibiotic is indicated. 


LEDERLE LABORATORIES DIVISION awearscav Gaanamid compar Pearl River, New York 


REG. U.S, PAT, OFF, 
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To the 64,985 doct 


visited Viceroy exhib 


conventions « + + 
smoke and recommen 


Only Viceroy has this new-type 
filter. Made of a non-mineral 
cellulose acetate—it gives the 
greatest filtering action possible 
without impairing flavor or im- 


peding the flow of smoke. 


New king-Size 
Filter Tip 


ors who have 
“ts at medical 
and to those who 
d Viceroy 


WORLD'S LARGEST-SELLING FILTER TIP CIGARETTE 


ONLY A PENNY OR TWO MORE THAN CIGARETTES WITHOUT FILTERS 


You, Dotto / 


” Your approval 
blish our leadership 
lls all other 


we say “Than 


has helped esta 


. . Viceroy now outse 
filter tip cigarettes! 


NEW VICEROY GIVES SMOKERS 


20,000 FILTERS 


in every Viceroy Tip 


Smoke is also filtered through 
Viceroy’s king-size length of rich 
costly tobaccos. Thus, Viceroy 
smokers get double the filtering 
action . . . for only a penny or two 
more than brands without filters. 


VICEROY 


Filter Tip 
CIGARETTES 
KING-SIZE 
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of «: the treatment of Pneumonia 
and other respiratory tract infections 
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For (ESTABLISHED) broad-spectrum antibiotic 
therapy—supplied in convenient Capsules, 
Tablets (sugar coated), Oral Suspension 
(raspberry flavored), Pediatric Drops (raspberry 
flavored), Intramuscular, Intravenous 


and Ophthalmic Ointment. 


BRAND OF TETRAC 


For the (NEWEST) broad-spectrum antibiotic 
therapy—supplied in convenient Capsules, 
Tablets (sugar coated), Oral Suspension 
(chocolate flavored), Pediatric Drops 
(banana flavored), Intravenous and 
Ophthalmic Ointment. 


Both discovered by world’s largest producer of antibiotics 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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Wren you use short-acting 

NEMBUTAL for obstetrical amnesia, you'l! find 
these advantages constant: 

Short-acting NEMBUTAL can produce 

any desired degree of cerebral depression— 
from mild sedation to deep hypnosis. 

The dosage required is smail—only about 
one-half that of many other barbiturates. 
Hence, there's less drug to be 

inactivated, shorter duration of effect, 

wide margin of safety and little tendency 
toward morning-after hangover. 

In equal oral doses, no other 

barbiturate combines quicker, briefer, 

more profound effect. 

Good reasons why physician preference for 


short-acting NEMBUTAL continues to grow— 


after 24 years’ use in more 
than 44 clinical conditions. Obbott 


(PENTOBARBITAL, ABBOTT) 


“one of the 44 uses for short-acting NEMBUTAL 
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HydroCortone’ 


(HYDROCORTISONE, 


A valuable aid in 
rehabilitating the arthritic patient 


HypROCORTONE is a practical long-term thera- 
peutic measure in the majority of patients suffer- 
ing from rheumatoid arthritis. The use of small 
doses of HypROCORTONE in conjunction with 
conservative general measures will permit the 
safe management of these arthritics for pro- 
longed periods of time. Such a program has been 
shown to provide moderate to great relief in a 
very high percentage of patients.? In severely 
handicapped people, HyDROCORTONE plus physi- 
cal therapy will frequently allow the rehabilita- 
tion of arthritics who would not be helped 
appreciably by either measure alone.% 


OTHER INDICATIONS: Still’s Disease, rheuma- 


toid spondylitis, psoriatic arthritis, traumatic 


arthritis, osteoarthritis, and bursitis. 

SUPPLIED: ORAL—HyDROCORTONE Tablets: 20 
mg., bottles of 25, 100, and 500 tablets; 10 mg., 
bottles of 50, 100, and 500 tablets; 5 mg., bottles 
of 50 tablets. INTRASYNOVIAL— Saline Suspen- 
sion HypROcoRTONE-T'.B.A.: 25 mg./cc., vials 
of 5 cc. Saline Suspension HyDROCORTONE 
Acetate: 25 mg./cc., vials of 5 cc. 


PHILADELPHIA 1. PA. 
DIVISION OF MERCK & CO., Inc 


AFFERENCES: 1. Boland, E. W. and Headley, N. E., J.A.M.A. 148:981, March 22, 1952. 2. Ward, L. E., Polley, H. F., Slocumb, 


and Hench, P.S 


., J.A.M.A, 1§2:119, May 9, 1953. 3. Snow, W. B. and Coss, J. A., N.Y. State J. Med. 52:319, Feb. 1, 1952, 
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a The very attributes that make Jaguar the 
4 world’s foremost sports car make it particularly 
suitable to your exacting profession. 


The speed that brought Jaguar home a winner 

in over 46 major races... for your emergency calls. 
Maneuverability ... that weaves you through 

the worst traffic. Oversize racing brakes... 

for quick stops and safety under all conditions. 
Dependability . . . so necessary in your active practice. 


For instance, a Jaguar hard top coupe was driven 

7 continuous days and nights... 16,851 non-stop miles... 
at over 100 m.p.h. No other car ever ran so far— 

so fast. Yet after this unparalleled test, technicians 
found it would have passed new car inspection! 


just what the doctor ordered! 


The new Jaguar coupe... with its quiet good 
looks, world renowned XK-140 engine and very much 
enlarged space behind the front seat... is truly 

Rx for you! Arrange for a demonstration today ! 


XK-140 Super Sports Coupe... 


$3795 


Port of Entry, 
White walls extra. 


JAGUAR 
Re Rinost car off is class in the wold. 


IMPERIAL MOTORS IMPERIAL CENTER MOTORS ALEXANDER & MANN MOTOR CO. 
409 N. Tryon 810 Rigsbee Avenue 234 Commerce Place 
Charlotte Durham Greensboro 


Edison 4-8198 6-0793 3-2882 
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PENICILLIN PLUS! 


Oral BICILLIN is a penicillin of choice because it is synonymous with 
plus factors in penicillin therapy. It means assured penicillin absorption 
through its unique resistance to gastric destruction.! It means more 
prolonged action than soluble penicillins achieve.! It means penicillin 
plus delicious taste (Oral Suspension), plus convenience of administra- 
tion (Tablets), plus the notable safety of penicillin by mouth. 


For all these plus factors, prescribe Oral BICILLIN. 


1. American Medical Association: New and Nonofficial Remedies, J. B, Lippincott 
Co., Philadelphia, 1954, p. 147, 


TABLETS SUSPENSION 


ORAL BICILLIN’ 44 


Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin G) Philadelphia 2, Pa, 
Penicillin with a Surety Factor 


PLUS 
PLUS CON a 
ips 
LUS SAFETY #4. A 
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on 


when horm 


therapy... 


SCHERING HORMONES: 


assure superior quality 


= Schering’s high standards and quality control assure products of . 


: 


uniform action and clinical efhieae 


minimal cost 


Manufacturing kriow-how a d continuing esearch by Schering: ! 


; 
: 
unchanging potency and purity 
id ions of high lity at mini 
provide preparations of highest quality at minimum cost. 
= 


MENOPAUSE 


needn’t mean 


“change of life’ 


Estinyi,® brand of ethinyl estradiol 


Schering | 
TABLETS 
0.02 mg. | 
0.05 mg. ‘ 
is 
Schering Corporation 
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as 
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‘llotycin’ kills susceptible pathogens of the 
respiratory tract. Therefore, the response is 
decisive and quick. Bacterial complications such 
as otitis media, chronic tonsillitis, and pyelitis 
are less likely to occur. 


Most pathogens of the respiratory tract 
are rapidly destroyed. Yet, because the col- 
iform bacilli are highly insensitive, the kacterial 
balance of the intestine is seldom disturbed. 

‘llotycin’ is notably safe and well toler- 
ated. Urticaria, hives, and anaphylactic reac- 


Most acute bacterial respiratory infections 
you encounter respond readily to ‘Tlotycin.’ 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 


tions have not been reported in the literature. 
Staphylococcus enteritis, avitaminosis, and 
moniliasis have not been encountered. 
Gastro-intestinal hypermotility is not ob- 
served in bed patients and is seen in only a 
small percentage of ambulant patients. 
Available as specially coated tablets and pe- 
diatric suspensions. 
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THROMBOPLASTIC COMPLICATIONS OF PREGNANCY 


JAMES F. DONNELLY, M.D. 
and 
PAUL R. KEARNS, M.D. 


Obstetricians have long realized that seri- 
ous maternal complications frequently fol- 
low premature separation of the placenta. 
These complications include renal suppres- 
sion, persistent shock, ruptured uterus 
(Couvelaire uterus), and immediate or de- 
layed postpartum hemorrhage in the pres- 
ence of apparently normal coagulation. Re- 
cently Page‘’’ has suggested that a number 
of grave maternal complications associated 
with severe premature separation of the pla- 
centa may all be related to the escape of bio- 
logically active products from the uterine 
cavity into the maternal blood stream. Some 
of the major complications which he lists 
are: disseminated fibrin emboli, lower neph- 
ron nephrosis, and afibrinogenemia. This 
paper will be limited to the last complica- 
cation, as it has received the most attention 
recently. 


In 1901 DeLee’) observed an obstetric 
patient who had a fatal hemorrhage related 
to a defect in her blood clotting mechanism 
following the complication of premature sep- 
aration of the placenta. Since that time nu- 
merous observations of a similar nature 
have been reported. In 1922 Willson‘ sug- 
gested that a circulating placental toxin 
might be responsible for this state of inco- 
agulability of the blood; and in 1936 Dieck- 
mann“)? observed a prolonged bleeding time 
with a marked decrease in blood fibrogen 
levels in patients with premature separation 
of the placenta. Moloney’, in 1949, first 
reported the use of fibrinogen factor in ad- 


Read before the Section on Obstetrics and Gynecology, Medi- 
cal Society of the State of North Carolina, Pinehurst, May 5. 
1954. 


From the Department of Obstetrics and Gynecology, Bowman 
Gray School of Medicine of Wake Forest College, Winston- 
Salem, North Carolina. 


WINSTON-SALEM 


dition to whole blood transfusion in the 
treatment of this problem. 


Sequence of Events 

This hemorrhagic state is characterized 
by faulty blood coagulation, with either fail- 
ure of clotting or the formation of an un- 
stable clot, reduction in blood fibrinogen, 
and prothrombin concentrations usually 
above hemorrhagic levels. This complication 
has been observed following premature sep- 
aration of the placenta, amniotic fluid em- 
bolism, severe acute toxemia, and long- 
standing intrauterine fetal death. It has been 
postulated that the following sequence of 
events occur: 

1. Thromboplastin is released into the ma- 
ternal circulation. 

2. Intravascular fibrin is formed and mul- 
tiple fibrin emboli occur throughout the les- 
ser pulmonary arterial circulatory system 
and in the small arteries and arterioles of 
the brain, liver, spleen, and kidneys. 

3. In experimental animals, at least, this 
process results in dyspnea, shock, coma, 
and/or convulsions. 

4. Either sudden death occurs or the ani- 
mal recovers. 

5. If recovery takes place, fibrinogen has 
been depleted from the blood stream and 
clotting will not occur. 

6. Bleeding may occur from all sites of in- 
jury in addition to mucous membrane sur- 
faces and skin. 

Evidence that this sequence of events 
probably does occur is found in the follow- 
ing observations: 

1. Placental decidua is a particularly rich 
source of thromboplastin. 
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2. Thromboplastin has been demonstrated 
to be the potent pathologic factor in placen- 
tal perfusates‘®). 

3. Injections of placental extracts or of 
thromboplastin obtained from other sources 
into experimental animals produce identical 
clinical and pathologic pictures‘. 

4. The injection must be made intravascu- 
larly in order to produce these changes‘™**?, 

5. Following the injection of a lethal dose 
of placental extract into the animal, the peri- 
pheral cireulation stops, respiration then 
ceases, and finally cardiac pulsations cease 
8,9) 

6. Following sublethal injections the peri- 
pheral circulation slows or stops, and then 
the blood begins to flow again'**!"), Throm- 
boplastin labeled with radioactive iodine has 
been injected intravenously in animals and 
has disappeared rapidly from the blood 
stream. It was found to be concentrated in 
various organs, especially the liver, lungs, 
and spleen‘!). 

7. The pathologic lesion found in animals 
that die immediately is multiple fibrin em- 
boli of the lesser arterial circulation, espec- 
ially of the lungs and liver. If the animals 
survive the immediate reaction, subsequent 
findings include necrosis of the liver and fo- 
cal perivascular hemorrhages. There is no 
evidence of fibrin emboli in these ani- 
mals (5:94.12) 

8. Surviving animals have a depletion of 
plasma fibrinogen for several hours and dur- 
ing this period are refractory to further in- 
jections of placental extract. This refractory 
state has been shown to be due to fibrinogen 
depletion’), Sensitivity to the extract 
may be restored by artificially replacing the 
plasma 

9. Auto-extraction of placental thrombo- 
plastin into the maternal circulation can be 
accomplished in animals by trauma to the 
placenta. This produces the previously de- 
scribed clinical and pathologic pictures’. 

10. A means of release of thromboplastin 
into the maternal circulation has been pro- 
posed for the human being 

11. The clinical and pathologic picture in 
the human is similar to that noted in experi- 
mental animals('®). 

12. Infusion of fibrinogen has corrected 
the fibrinogen defect and returned the clot- 
ting mechanism to normal in both human 
beings and experimental animals '*'”), 
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Clinical Material 


The 1,600 maternal deaths currently on 
file with the Committee on Maternal Welfare 


were completely reinvestigated in an effort 
to study those patients who showed unusual 


hemorrhage without evidence of clotting. Of 
the 389 patients v-ho died from hemorrhage, 


8 had persistent bleeding from the uterus 
and/or other surfaces. In all 8 cases failure 


of blood clotting was mentioned one or more 
times. Three of these patients had uncompli- 


cated postpartum hemorrhage with none of 
the antecedent factors noted in the litera- 


ture. Four had severe preeclampsia with 
varying degrees of premature separation of 
the placenta, and one had a mild preeclamp- 
sia of one month’s duration with an anemia 
of unknown severity. The death certificates 
of 3 of these patients included some nota- 
tion regarding the failure of the blood to 
clot. Although 4 of these cases are strongly 
suggestive of fibrinogen deficiency, there is 
no absolute evidence for the diagnosis of hy- 
pofibrinogenemia. 


Two additional patients who presented 
laboratory evidence suggestive of fibrinogen 


depletion died from causes other than hem- 
orrhage. 


Case 1 


The patient was a 30 year old Negro woman 
(Para III) who was admitted to the hospital with 
a history of incomplete abortion, suspected of being 
criminal. On admission she was febrile, with a pulse 
rate of 128 and blood pressure of 90 systolic, 60 
diastolic. Pelvic examination at this time revealed 
that the placenta was still within the uterine cavity 
and apparently unseparated. She was returned to 
bed and treated with whole blood transfusions and 
continuous intravenous Pitocin drip. Four hours later 
her genera! condition had improved considerably, 
but because of severe uterine contractions, the ster- 
ile pelvic examination was repeated. At this time 
the placenta was found lying in the cervical os and 
was removed. The uterus was not invaded. Immedi- 
ately following the removal of the placenta a clot 
observation test was found to be normal. Seven 
hours after admission uterine bleeding became ex- 
cessive and shock developed. Continuous intravenous 
Pitocin was started again, and the patient was given 
3 units of whole blood. At this time abnormal bleed- 
ing occurred from all puncture sites, and the clot 
observation test was repeated. This blood failed to 
clot at room temperature, even after a 24-hour 

riod. The patient was treated vigorously with 
arge amounts of whole blood, and dilatation and 
curettage was performed. At the time of this pro- 
cedure, routine catheterization revealed the urine to 
be black, and subsequent analysis revealed 20 to 30 
red blood cells per high power field. Following the 
dilatation and curettage the uterus and vagina were 
tightly packed, but the packing became rapidly 
saturated and no evidence of clotting was noted. 
The packing was removed and a small, bleeding 
laceration of the anterior vaginal fornix was sutured. 
Further packing was unnecessary. Following this 
procedure the patient vomited, and the vomitus was 
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noted to be of the consistency of coffee grounds. 
All previous crossmatches were rechecked and found 
to be compatible. A 3 tube clotting test at this point 
was found to be normal, as were all subsequent 
clotting tests. 

Postoperatively the patient recovered from her 
immediate difficulty, The urine continued to be 
hemorrhagic and positive for albumin. The diag- 
nosis of lower nephron nephrosis was made and the 
patient placed on restricted fluid intake, fat emul- 
sion diet, antibiotics, and other supportive therapy. 
Mild icterus developed on the fourth postoperative 
day, and on the sixth paralytic ileus developed. 
There was evidence of increasing uremia, and the 


patient died on the tenth day after her hospital 


admission. 


Case 2 

This patient (Para II) was 34 years old at the 
time of her death. Her prenatal care had been ideal 
and uncomplicated. At term she began to have inter- 
mittent labor-like pains without any evidence of 
cervical dilatation. After 48 hours of this prodromal 
type of uterine contractions, she was admitted to 
the hospital and received the routine preparation 
for labor. A sterile pelvic examination revealed the 
cervix to be 3 cm. dilated, with the presenting part 
at a plus 2 station. The membranes were ruptured 
artificially, and during the succeeding four hours 
she received 8 doses of Pitocin intramuscularly. 
Active labor became established approximately eight 
hours after the membranes were ruptured, and the 
patient was sedated with Demerol and scopolamine, 
Several hours later she was considered to be normal 
in all respects except that she had a rather bright 
red color and appeared irrational. This was attrib- 
uted to sedation. The temperature, blood pressure, 
fetal heart beat, and other findings were all within 
normal limits. Shortly thereafter a clonic, general- 
ized convulsion began, and was followed by coma 
persisting until her death. There were no localizing 
signs present at this time. She was seen immedi- 
ately by her physician, who performed a vaginal 
examination and noted that she was in the second 
stage of labor. In view of the fact that the mother 
appeared to be in extremis, a rapid mid-forceps 
delivery was performed, resulting in the birth of an 
infant which lived for eight hours. Autopsy on the 
infant was essentially negative. The mother died 
sometime during the delivery. At no time had any 
bleeding been noted, 

An exhaustive postmortem study of the patient 
was made. No abnormalities were noted upon gross 
examination. The placenta was intact, and no lacer- 
ations or other injuries of the uterus were noted. 
On microscopic study the only positive findings 
were restricted to the lungs. The tissue of the lungs 
was examined under hematoxylin and eosin stains 
in addition to lipoid stains, and the following com- 
ments were made: “Some of the blood vessels con- 
tained numbers of well preserved erythrocytes, while 
others are either empty or have what appear to be 
hemolyzed red cells present. The reactions in some 
of the vessels including the presence of the granu- 
locytic and lymphocytic leukocytes in the presence 
of macrophages may be due to an embolic phenome- 
non which does not show up with the routine hema- 
toxylin-eosin stain. Lipoid stains show these vessels 
to contain a moderate amount of lipoid material 
indicating fat emboli probably of amniotic fluid 
origin.” 

_ During the autopsy it was noted that the pa- 
tient’s blood failed to clot. As a consequence a num- 
ber of studies were performed on the blood. 


1. Clot observation 
Several clean test tubes were filled with the 
patient’s blood and incubated at room tempera- 
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ture as well as at 37 Cc. No coagulation was 
observed at any time at either temperature. 
2. Patient’s plasma plus normal serum 


Plasma was separated from the patient’s 
blood, added to normal serum from the blood 
bank plus calcium, and incubated at room tem- 
perature as well as at 37 C. No coagulation 
occurred in any of these tubes. 


3. Normal plasma plus patient’s plasma 
Oxalated plasma from blood withdrawn from 
the blood bank was added to the patient’s plas- 
ma, sufficient calcium ion was incorporated, 
and the mixture was incubated at 37 C. Clot- 


ting occurred within several minutes, retracted 
firmly, and remained firm for the one-hour 
period during which it was observed. 
4. Patient’s plasma plus normal blood clot 
A presumably normal blood clot of several 


days age from the blood bank was placed in a 
container containing the patient’s plasma. There 


was evidence that the clot was beginning to 
dissolve within one hour, and complete dissolu- 
tion occurred in 12 hours. 


From the preceding information the pa- 
thologist concluded that the patient died as 
a consequence of an anaphylactoid reaction 
from amniotic fluid embolism, and suggested 
that as a consequence of the release of large 
amounts of material with high thromboplas- 
tin activity into the maternal blood stream, 
depletion of fibrinogen from the maternal 
blood stream occurred. The intact placenta 
and decidua, the fact that the membranes 
had been ruptured, and the meager evidence 
obtained on autopsy renders serious doubt as 
to the cause of death. Failure of blood to clot 
at the autopsy table is not uncommon, and 
has been reported previously by Mole '®). On 
the other hand, the blood studies in this case 
would clearly indicate that the clotting de- 
fect was due to a deficiency of fibrinogen 
rather than to any other known cause. 


Comment 

Numerous reports of patients with bleed- 
ing secondary to depletion of fibrinogen have 
appeared in the literature, suggesting that 
this is a fairly common complication. Of the 
389 patients who died from hemorrhage 
studied by the Committee on Maternal Wel- 
fare, only 8 presented any evidence of fail- 
ure of the clotting mechanism, Two other pa- 
tients, neither of whom died from hemor- 
rhage, were found to show laboratory evi- 
dence of hypofibrinogenemia. In the first 
case, the depletion was temporary and the 
diagnosis depended entirely upon one obser- 
vation. The cause of death in the second case 
remains unknown, and the patient never 
bled abnormally. The remaining 8 cases se- 
lected by the Committee for study were 
based upon the clinical observation that the 
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blood failed to clot. In 3 of these, and pos- 
sibly 4, the antecedent conditions necessary 
for fibrinogen depletion were apparently ab- 
sent. This complication would seem to be un- 
common, therefore, and should not lead the 
physician to assume that every case of un- 
controllable bleeding is related to a coagula- 
tion defect. 

Diagnosis 

So far the only proven cases of hypofi- 
brinogenemia in the literature have been as- 
sociated with severe premature separation 
of the placenta, amniotic fluid embolism, 
long-standing intrauterine fetal death, and 
occasionally, severe toxemia of pregnancy. 
In the presence of any of these conditions, 
the physician should always consider the 
possibility of hypofibrinogenemia in his ther- 
apeutic plan. Any patient with one of the 
preceding complications who bleeds exces- 
sively or in whom there is poor or absent 
clotting, hypofibrinogenemia should be 
strongly suspected. 

In view of the necessity for a rapid diag- 
nosis, some simple confirmatory test is de- 
sirable. The simplest procedure is the clot 
observation test described by Lee and 
White”, This should be repeated hourly un- 
til the patient is delivered or until the clot- 
ting mechanism has been restored to normal. 
In order to rule out the rare coagulation de- 
fect on the thrombin side, a few drops of 
topical thrombin may be added to a second 
tube and both incubated at 37 C. Clotting is 
considered abnormal if coagulation does not 
occur within 10 to 12 minutes or if there 
is dissolution of the clot after one hour. De- 
fect on the thrombin side of the reaction can 
be detected by norma) clotting in the tube 
to which the thrombin has been added. More 
elaborate studies may be performed by 
means of the Schneider fibrin titer assay"). 


Treatment 

Whenever possible, treatment should be 
directed toward prevention of the factors 
which may lead to the hypofibrinogenemia. 
Toxemia of pregnancy, with or without pre- 
mature separation of the placenta, consti- 
tutes one of the most common causes of hy- 
pofibrinogenemia. The usual efforts should 
be made to control toxemia insofar as pos- 
sible. In the event of known intrauterine 
fetal death, frequent determinations of fi- 
brinogen levels as denoted by the clot obser- 
vation test will often serve as an index for 


admitting the patient to the hospital and 
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initiating the proper replacement therapy by 
fibrinogen, 

The etiology of amniotic fluid emboli is 
not known; however, it is commonly seen in 
older multiparous patients, and particularly 
in those who have tumultuous labors either 
of spontaneous origin or induced by pos- 
terior pituitary extract. Medical induction 
by posterior pituitary extract should be care- 
fully avoided in the latter group, unless 
there is sufficient reason to justify the pos- 
sible risk. 


In the presence of any serious degree of 
premature separation of the placenta, im- 
mediate rupture of the membranes has been 
recommended. Rupture of the membranes 
likewise would seem to be indicated when 
there is evidence of amniotic fluid embolism, 
or as early as feasible during labor in the 
patient who has known intrauterine fetal 
death. The purpose of this measure is to re- 
lease a large amount of fluid with its high 
concentration of thromboplastin. In addi- 
tion, with rupture of the membranes there 
is a greater tendency for all intrauterine 
products to drain toward the outside rather 
than to be forced into the maternal blood 
stream, 


Purified fibrinogen is now available on a 
commercial basis, and can be given sepa- 
rately without the other blood constituents. 
In the event that the patient has lost con- 
siderable quantities of blood, the fibrinogen 
alone will be insufficient. Whole blood, or 
whole blood with fibrinogen, is essential 
for this situation. The required dosage of 
fibrinogen is usually 2 to 6 Gm. Since each 
500 ce. of blood contains approximately 14 
Gm. of fibrinogen, it will require an average 
of 4 to 12 pints of whole blood for correc- 
tion of the complication. Oftentimes the ad- 
dition of purified fibrinogen will reduce the 
rapidity with which such whole blood is 
needed. In the event of amniotic fluid em- 
bolism or long-standing intrauterine fetal 
death, the fibrinogen factor alone may cor- 
rect the bleeding tendency before actual clin- 
ical bleeding occurs. 


Summary 


1. It has been suggested that a number of 
maternal -“lications may occur as the re- 
sult of the escaje of intrauterine products 
into the maternal blood stream. These effects 
are similar to those noted in animals sub- 
jected to intravascular administration of 
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placental extracts. Among the complications 


is hypofibrinogenemia. 

2. A review of the records of the Commit- 
tee on Maternal Welfare reveals that failure 
of coagulation due to hypofibrinogenemia has 
apparently not been common. 

3. Diagnosis of hypofibrinogenemia de- 
pends upon the presence of certain antece- 
dent conditions: abnormal bleeding without 
evidence of clot formation, and disturbed 
clotting mechanism as demonstrated by the 
Lee-White clot observation test‘). 

4. Treatment should consist of preven- 
tion or control of toxemia, careful selection 
of patients for posterior pituitary extract 
induction, and whole blood transfusions, 


when necessary. The purified fibrinogen fac- 
tor may be of value in controlling the active 


bleeding while whole blood replacement is 
being made, and may prevent the onset of 
serious bleeding in the event of long-stand- 


ing intrauterine fetal death and amniotic 

fluid emboli. 
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Discussion 


Commander William S. Baker, MC, U.S, Navy 
(Camp Lejeune): Either the entity under discussion 
occurs in actual practice quite rarely or we as a 
group are not recognizing the symptom complex in 
the majority of patients manifesting an abnormal 
coagulation mechanism. To support the former alter- 
native I would like to draw attention to the ex- 
tremely low incidence of such cases as reported 
here today. Out of a total of 1,600 maternal deaths, 
389 were associated with or caused by hemorrhage, 
and of these only 8 cases presented clinical evidence 
alone to support a possibly deranged coagulation 
mechanism as the motivating factor. Two other pa- 
tients not included in the 389 cases studied did yield 
definite laboratory evidence of depleted fibrinogen, 
but died from causes other than hemorrhage. This 
represents an incidence of potential afibrinogenemia 
of 1 in 160 maternal deaths, and probably 1 in 450 
deliveries—certainly an extremely low incidence in 
clinical obstetrical practice. 

The number of deliveries performed at the Naval 
Hospital at Camp Lejeune during a four-year per- 
iod ending December, 1953, was 5,857. During this 
period there were only 4 maternal deaths, or a 
maternal mortality of 0.07 per cent. The autopsy 
diagnoses of each of the deaths are listed as follows: 

1. Pre-eclampsia, severe; acute intravascular hem- 

olysis, lower nephron nephrosis 
2.. Cesarean section three weeks prior to death; 

acute fulminating septicemia; possibly afibrino- 
genemia 
3. Lower nephron nephrosis due to incompatible 
transfusion given at another activity 
4, Acute hypertensive encephalopathy; hyperten- 
sive cardiovascular renal disease; severe pre- 
eclampsia; tuberculosis, pulmonary, active, mod- 
erately advanced. 

It will be noted that in only 1 case was depletion 
of the fibrinogen fraction a possible cause of the 
bleeding diathesis prior to death. This, incidentally, 
was never proved by recognized laboratory meth- 
ods, but was merely clinically apparent. Thus this 
obstetric accident does not become clinically mani- 
fest as often as the current literature on the subject 
would lead one to believe. 

Referring again to the 4 maternal deaths, it will 
be evident that 2 resulted from severe toxemia either 
alone or superimposed upon hypertensive disease. 
With the concept in mind that toxemia may be 
mediated in part by thromboplastin infusion and 
resultant intravascular fibrin deposition throughout 
the lesser and greater circulation, as recently advo- 
cated by McKay and his associates, we re-examined 
the histopathologic findings in both cases of fatal 
toxemia and found the typical fibrin deposition 
within the vessels of several of the major organs. 
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These findings may be significant in the light of 
our present understanding. 

As to the etiology of afibrinogenemia, I com- 
pletely agree with Dr. Donnelly. It appears that 
considerable experimentai evidence and clinical ob- 
servations on human subjects has seriously impli- 
cated a thromboplastin-like substance as the moti- 
vating factor. It is found in very high concentration 
in the decidua, placenta, and amniotic fluid. When it 
finds its way into the maternal circulation through 
open maternal sinuses or cervical vessels, it initiates 
intravascular clotting and thus depletes the cir- 
culating fibrinogen to below criticai levels. This 
seriously impairs the coagulation mechanism as 
determined from the use of the Lee-White clot ob- 
servation test. The host, in an effort to combat the 
intravascular deposition of fibrin, releases a fibrin- 
olytic substance into the circulation, and this in 
turn results in an irreversible incoagulable state. 
This condition has been reported in association with 
eclampsia, severe premature separation of the pla- 
centa, long-standing intrauterine fetal death, and 
amniotic fluid embolism. Dr. Donnelly has ably pre- 
sented the existing evidence in support of this 
thesis, and further discussion would be repetitious. 

May I conclude by emphasizing certain points 
brought out in the paper that I also feel to be im- 
portant? This fairly rare obstetric complication 
may be effectively prevented by the following 
measures: 

1. Maintain an adequate prophylactic program 

against toxemia. 

2. Do not use intravenous Pitocin in elderly primi- 
gravidous patients and in cases of polyhydram- 
nios for induction purposes. 

3. Induce labor early by amniotomy in all cases 
of hypertensive disease not complicated by 
toxemia. 

4. Use the Lee-White clot observation test in all 
suspected cases of deranged coagulation mecha- 
nism, 

5. Do serum fibrinogen determinations where re- 
liable laboratory facilities are readily available. 


The treatment of afibrinogenemia may be summed 
up as follows: 


1. Early amniotomy should be done in cases of: 
a. Severe premature separation of placenta 
b. Long-standing intrauterine fetal death mani- 

festing a coagulation defect 
c. Suspected amniotic fluid embolism. 

2. Transfusion of whole blood should be given as 
needed. (Each pint of whole blood contains 500 
mg. of fibrinogen and will raise the patient’s 
fibrinogen fraction 5 to 10 mg. per 100 cc.) 
Stored blood must not be more than five days 
old, as it contains a lowered active globulin 
fraction after that time. 

3. Fibrinogen is now commercially available in the 
form of Cohn Fraction I. Four to 8 Gm. or more 
may be necessary to raise the fibrinogen level 
above 100 mg. per 100 cc., in order to restore 
the coagulation mechanism to normal. 


Dr. James Caldwell: About four years ago I had 
3 cases of this condition in one week. One patient 
had eclampsia and died. Another had a normal de- 
livery, then started trickling blood which wouldn’t 
clot. We kept her in delivery 16 hours, and gave 
28 blood transfusions. We ran out of whole blood 
and resorted to plasma. After administering about 
5 pints of that, the blood began to clot. We gave 
fibrinogen to the third patient. 

Dr. Donnelly (closing): I can’t quite accept the 
argument that the fibrin embolism, which is a very 
odd descriptive term, is the cause of toxemia in 
pregnancy, as Schneider contends, and as these 
cases suggest. 
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In summary, if a patient bleeds, in association 
with any of these antecedent complications, and the 
blood fails to clot, the diagnosis of afibrinogenemia 
should be considered. 


Moreover, if the patient has lost blood, she needs 
whole blood by replacement. Administration of the 
fibrinogen factor might produce some clotting while 
large amounts of blood are being prepared for 
transfusion. Otherwise, I personally don’t see any 
value in it. 


THE DIFFERENTIAL DIAGNOSIS 
OF JAUNDICE 


RICHARD G. CONNAR, M.D. 
DURHAM 


Although the differential diagnosis of 
jaundice is not difficult in the majority of 
cases, one not infrequently encounters a sit- 
uation in which, in spite of th availability 
of numerous laboratory tests, it may be 
necessary to resort to surgery in order to 
establish a diagnosis. An ill advised opera- 
tion in the presence of jaundice, however, 
may well result in the patient’s death. Thus 
it behooves the physician to have an ade- 
quate knowledge of the etiology and classi- 
fication of the disease in order to evaluate 
his patient more intelligently both from the 
history and the physical examination, and 
not rely completely upon the laboratory tests 
for a differential diagnosis. 


Classification and Description 


The simplest and possibly the best pathol- 
ogic classification of jaundice is that of 
Rich, who divides jaundice into (1) reten- 
tion jaundice, and (2) regurgitation jaun- 
dice. Retention jaundice 1s characterized by 
a stool that is normal or of an increased 
brown color, normal urine, a normochromic, 
normocytic anemia with increased bone mar- 
row activity, a slight to moderate degree of 
jaundice, an enlarged spleen, and in the 
event of congenital hemolytic icterus, in- 
creased fragility of the red blood cells. Re- 
gurgitation jaundice is characterized by d2ep 
icterus, dark urine, and light-colored stools. 
It is more conveniently divided into (a) par- 
enchymatous and (b) obstructive types. 


Jaundice is recognized clinically by yel- 
lowish discoloration of the skin, mucous 
membranes, and plasma. Clinical estimation 
of the degree and course of jaundice may 
be unreliable, because the intensity of the 
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pigment in the tissues may not vary directly 
with the serum bilirubin’), This has been 
explained by the fact that tissues which have 
been stained with pigment for some time 
often retain much of the pigment after the 
serum bilirubin has fallen to normal levels. 
It should also be kept in mind that the color 
of the skin is often misleading, because 
there are pigments other than bilirubin 
which may be responsible for the discolora- 
tion. Examples of the latter are seen in pa- 
tients who have been on Atabrine therapy 
for long periods of time, in carotenemia due 
to an excess of carotene (the yellow pigment 
in carrots), and in certain industrial situa- 
tions such as workers in trinitrotoluene. In 
most of these instances, the color of the con- 
junctiva, urine, and feces is not altered’. 

Jaundice is said to occur clinically when 
the serum bilirubin rises above 2 mg. per 
100 ce. Bilirubin is an iron-free hemoglobin 
derivative formed by the action of the reti- 
culoendothelial cells at the site of the break- 
down of red blood cells. In its initial state, 
it is conjugated with a protein, is not ex- 
creted by the kidneys, and does not give a 
direct color reaction with Ehrlich reagent’). 
It is removed from the blood by the liver, 
where the protein is released and the biliru- 
bin is excreted into the bile. Bilirubin is the 
chief pigment of the bile. It passes from the 
liver cells to the small biliary passages, into 
the common bile duct, and ultimately into 
the intestinal tract, where it is transformed 
by the action of bacteria into urobilinogen 
and stercobilinogen (these will be referred 
to collectively as urobilinogen). Urobilino- 
gen is subsequently partially reabsorbed 
from the intestine and returned to the liver 
through the portal blood, a small amount 
being carried to the kidneys, where it is 
excreted in the urine. The urobilinogen re- 
maining in the intestines is excreted in the 
feces and is subsequently oxidized to uro- 
bilin and stercobilin, which gives the fecal 
material its usual color. 

The clinical classification of jaundice that 
is referred to most frequently is that of 
Ducci’s: 

1. Prehepatic (Retention—Rich) 

2. Intrahepatic (Regurgitation: a. paren- 
chymatous—Rich) 

3. Posthepatic (Regurgitation: b. obstruc- 
tive—Rich) 


History 
Because of the availability of numerous 
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liver function tests, a careful history is fre- 
quently neglected. In many instances, how- 
ever, the differential diagnosis may rest al- 
most entirely upon the history. The follow- 
ing factors should be taken into considera- 
tion: 
Age 

In patients under the age of 40, certainly 
parenchymatous jaundice is approximately 
three to four times as common as other 
types‘’’. In patients above the age of 40, 
however, neoplastic and calculus types of 
jaundice increase markedly in frequency. 


Sex 

The factor of sex is frequently of little 
help, except that carcinoma of the pancreas 
is more common in the male and cholelithia- 
sis is more common in the female. 


Pain 

Real pain is usually indicative of surgical 
disease, but the absence of pain is of little 
help. Probably the most reliable pain pat- 
tern is that of biliary colic. Patients with 
pancreatic cancer more commonly have 
chronic pain which, when present, is usually 
first localized in the epigastrium. If pain is 
accompanied by marked weight loss, the di- 
agnosis of pancreatic cancer should be 
strongly considered. It is true that patients 
with infectious hepatitis may have pain, but 
of a chronic less acute nature, and usually in 
the right upper quadrant. The absence of 
pain does not exclude a common duct stone. 


Pre-icterus symptoms 

Acute anorexia preceding jaundice almost 
always indicates hepatitis, either of the in- 
fecticus type or homologous serum jaundice. 
Conversely, patients with common duct ob- 
struction may also have anorexia, but not 
usually during the pre-icterus phase. A low- 
grade fever preceding the attack of jaun- 
dice usually accompanies hepatitis, whereas 
intermittent chills and fever are commonly 
associated with common duct obstruction. 

A history of a blood transfusion, plasma 
or needle injection within the previous 45 to 
120 days makes the diagnosis of homologous 
serum jaundice quite likely. 


Pruritus 

Although allegedly more common with 
mechanical icterus, this is not a reliable fac- 
tor for differentiation, since it may also oc- 
cur with parenchymatous jaundice. 
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Urine and stool 

The color of the urine and stool may be 
extremely helpful in differentiating reten- 
tion jaundice from regurgitation jaundice, 
but is of less value in differentiating the 
parenchymatous from the obstructive type 
of regurgitation jaundice. 

Thus the history may be an extremely re- 
liable aid in the differential diagnosis, or it 
may contribute little but negative informa- 
tion. 


Physical Examination 

The physical examination may not con- 
tribute heavily to the differential diagnosis, 
but certain signs, when present, may be of 
great help. A large tender liver may or may 
not be found in hepatitis. An impression of 
nodularity is frequently unreliable, but in 
certain instances the presence of tumor nod- 
ules within the liver may be unquestionable. 
The gallbladder when palpable suggests the 
diagnosis of carcinoma of the head of the 
pancreas, ampulla of Vater, or the bile ducts. 
Liver breath is not encountered in obstruc- 
tive jaundice except in long-standing cases 
marked by considerable liver damage. Spider 
angioma, ascites, edema, and splenomegaly 
suggest the diagnosis of parenchymatous 
disease. 


Laboratory Tests 


Although liver function tests may be di- 
vided into (1) those primarily of excretory 
function, and (2) those primarily of meta- 
bolic function, all are dependent on the “‘pa- 
tency of the excretory ducts, adequacy of 
blood supply, and integrity, both anatomic 
and physiologic, of hepatic cells—to mention 
three of many factors’) One may become 
lost in the multiplicity of liver function tests, 
for which reason it is better to depend on a 
few of the more reliable ones. Unfortunately, 
there is none that foretells early damage. 
The most reliable determinations are: the 
serum bilirubin, the thymol turbidity or 
cephalin flocculation, the alkaline phosphat- 
ase, the bromsulphalein, and the urine uro- 
bilinogen tests. 


Excretory 

Serum bilirubin. Bilirubin is normally 
present in the serum in quantities varying 
from 0.8 to 1 mg. per 100 cc. In the past, 
more emphasis has been placed upon the de- 
termination of indirect (protein-bound bili- 
rubin) and direct (free) bilirubin, These 
determinations have not proved to be reli- 
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able for differential diagnosis in most labo- 
ratories. 

Icterus index. This is a simple index, in- 
expensive and useful in following the course 
of jaundice, but otherwise useless. The nor- 
mal range is from 4 to 8. It should be re- 
membered that this test does not differenti- 
ate other pigments from bilirubin, so that 
the presence of carotene in the blood serum 
and hemolysis gives false readings. 


Urine urobilinogen. Normally urobilino- 
gen is excreted in the urine in amounts vary- 
ing from 0.5 to 4 mg. in 24 hours. There is 
diurnal fluctuation in the rate of urobilino- 
gen excretion, and if a 2-hour test is per- 
formed, it should be done early in the after- 
noon when the excretion reaches a_ peak. 
This test may be affected by renal failure 
or reduction in the bacterial flora of the co- 
lon from antibiotic therapy (reduction of 
bilirubin to urobilinogen depends upon the 
putrifying action of bacteria in the gut). In 
cases of obstructive jaundice, if the obstruc- 
tion is complete, urobilinogen is absent from 
the urine, whereas if the obstruction is in- 
complete, urobilinogen may be present. In 
the case of infectious hepatitis, the amount 
of urobilinogen may vary from none to an 
increase in excretion. Early in the course of 
hepatitis, urobilinogen usually increases, 
then falls as the peak of the jaundice is 
reached, and then as the jaundice subsides, 
appears in the urine in increased amounts. 
It is at the phase of the disease when urobi- 
linogen is absent from the urine that paren- 
chymatous jaundice is most likely to be con- 
fused with obstructive jaundice. In the case 
of hemolytic jaundice, excretion of urinary 
urobilinogen may be normal or slightly in- 
creased. This test is said to lack value when 
Aureomycin has been given. 


Alkaline phosphatase. The normal range 
of alkaline phosphatase in adults is 3 to 4 
Bodansky units per 100 cc. of serum. Levels 
in children may range from 5 to 14 Bodan- 
sky units. Alkaline phosphatase is formed 
primarily in osseous tissue, but supposedly 
is excreted only in the bile, for which reason 
it is a valuable excretory function test. On 
the other hand, it should be remembered 
that increased osseous activity may be re- 
sponsible for elevation in the serum alka- 
line phosphatase. In the presence of jaun- 
dice, values under 10 in adults usually indi- 
cate parenchymatous jaundice, whereas val- 
ues above 30 almost without fail indicate ob- 
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structive jaundice. Elevation of alkaline 
phosphatase above 10 Bodansky units may 
occur in about a third of the patients with 
parenchymatous jaundice). 
Bromsulphalein. This is primarily an ex- 
cretory function test, but is valueless in the 
presence of jaundice, since it depends upon 
a colorimetric determination of the dye in 
the serum. Conversely, in the absence of 
jaundice, it is one of the more reliable tests. 


Metabolic 


Thymol turbidity. This test depends upon 
the presence of an abnormal protein in the 
serum, which is produced in the presence of 
liver damage. The mechanism of the test 
is still not thoroughly understood, but ap- 
parently turbidity is produced in the thymol 
buffer solution by the interaction of gamma 
globulin and a lipoprotein component of the 
serum. Lipemia may sometimes cause a 
slight increase in the thymol turbidity; but 
the thymol flocculation reaction, which ap- 
parently is produced only by gamma globu- 
lin, is negative. Results above 5 units ac- 
companied by positive flocculation are usu- 
ally indicative of diffuse parenchymatous 
liver damage. 

Cephalin flocculation. This is a slightly 
more sensitive test than the thymol turbidity 
test and is also dependent upon the presence 
of gamma globulin. This test takes from 24 
to 48 hours to complete, and values of 0 to 
1 plus are considered normal. Positive re- 
sults are usually not seen in obstructive 
jaundice unless the obstruction has been 
present for a considerable length of time. 

Total protein values and albumin-globulin 
ratio should be determined in all patients 
with jaundice. This determination is of rela- 
tively little value, however, in the differential 
diagnosis. Prothrombin time should also be 
determined, but considerable liver damage 
may be present before there is significant 
alteration. More reliable, perhaps, is the re- 
sponse of the abnormal prothrombin time to 
the parenteral injection of vitamin K. 

The determination of cholesterol-choles- 
terolester ratio has not been as dependable 
in the differential diagnosis of jaundice as 
early reports might indicate). This is a 
rather tedious determination to make, and 
most laboratories in small hospitals are not 
equipped to do it. Although there is no doubt 
that the cholesterol esters are significantly 
lowered in the presence of severe liver dis- 
ease, the ratio may be low in the absence of 
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liver disease due to increased total serum 
cholesterol. 


Among the more promising newer liver 
function tests is the response of the blood 
sugar to the injection of HGF (Hypergly- 
cemic Factor—Eli Lilly and Company), re- 
ported by Myers and his co-workers at Duke 
Hospital). HGF is excreted by the alpha 
cells in the pancreas and exerts its hypergly- 
cemic effect by an increase in hepatic glu- 
cose production, presumably by glycogenoly- 
sis. Three milligrams of HGF is injected in- 
travenously, and serial determinations of 
the arterial blood glucose concentration are 
made. Patients with hepatitis or cirrhosis 
show elevations of less than 5 mg. per 100 
cc., While patients with extrahepatic obstruc- 
tive jaundice show responses similar to nor- 
mal controls (13 mg. to 21 mg. per 100 ce.). 
To date this has proved to be an amazingly 
reliable test in the differential diagnosis of 
jaundice. However, HGF is not available at 
present because of the expense of produc- 
tion. 


Preoperative visualization of the common 
bile duct might eliminate a certain number 
of diagnostic laparotomies. Recently E. R. 


Squibb & Sons marketed a dye, Cholografin, 
which will visualize the common bile duct 
with x-ray in about 50 per cent of the cases. 
This dye is given intravenously in a 20 per 
cent aqueous solution and has a 64 per cent 
iodine content. Experience has been limited 
in this country to date, but complications 
have not been a problem. 


The Use of Surgery in Diagnosis 


After a careful history, physical examina- 
tion, and review of the results of the labora- 
tory determinations, it is not unusual to dis- 
cover that the distinction between paren- 
chymatous (intrahepatic) and obstructive 
(extrahepatic) jaundice cannot be made con- 
clusively without resorting to surgery. This 
is not difficult to understand when one con- 
siders that long-standing mechanical ob- 
struction of the biliary tree will result in 
considerable liver damage. Thus liver func- 
tion tests become of little value in the differ- 
ential diagnosis. Conversely, the less com- 
mon type of periacinal or cholangitic hepa- 
titis may be impossible to differentiate from 
obstructive jaundice, since the laboratory 
determinations may show no significant evi- 
dence of impairment of liver function. This 
type of hepatitis is characterized histologic- 
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ally by cholangiolitic inflammatory changes 
with minimal evidence of liver damage, and 
clinically .by prolonged jaundice‘). In the 
usual case of hepatitis, jaundice jasts only a 
few weeks, whereas in cholangitic hepatitis 
the jaundice may persist up to four months. 

One may justifiably raise the question then 
as to whether surgical exploration should be 
made in every case of doubtful diagnosis; 
yet surgery is not without risk, particularly 
in the patient with poor liver function. In 
deciding which patients are candidates for 
operation, it is convenient to divide the pa- 
tients into two groups according to age: (1) 
those under 40 and (2) those over 40, as 
suggested by Stine, and others‘. In the 
younger age group, hepatitis is three to four 
times as common as neoplasm as a cause for 
jaundice, whereas in the older age group 
neoplastic and parenchymatous jaundice are 
about equally distributed, comprising about 
80 per cent of the cases, with calculus jaun- 
dice occurring in about 15 per cent of the 
cases‘?), 

With these figures in mind, it seems logi- 
cal that when one encounters jaundice in a 
patient more than 40 years of age, with min- 
imal evidence of liver damage as demon- 
strated by serial laboratory tests, and when 
the jaundice does not subside rapidly after 
two weeks, laparotomy should be resorted 
to. A biopsy of the liver should be done at 
the time of operation, whether the patient 
has parenchymatous or obstructive jaundice. 
In patients less than 40 years of age, one 
may be justified in deferring surgery an ad- 
ditional week, particularly if the history is 
suggestive of infectious hepatitis or other 
type of parenchymatous jaundice. Jaundiced 
patients who are to be subjected to opera- 
tion should be in the optimum condition pos- 
sible. Anemia should be corrected by blood 
transfusions, hypoproteinemia by serum al- 
bumin or blood, toxic anesthetic agents 
should be avoided, and the patient should 
receive a high carbohydrate, high protein 
diet, with supplemental vitamins, particu- 
larly parenteral vitamin K. Intravenous glu- 
cose may be a valuable adjunct. 

In the seriously ill patient in whom a di- 
agnosis is imperative, a small right rectus 
incision can be employed using local anesthe- 
sia, the liver gently palpated, and then a bi- 
opsy made. This frequently is a more satis- 
factory procedure in the author’s experience 
than a needle biopsy of the liver, although it 
may be wise to do a needle biopsy first. 
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Conditions Associated with Jaundice 

There are a number of miscellaneous con- 
ditions which may be associated with jaun- 
dice, but which usually can be eliminated in 
the differential diagnosis. Among these are: 
congestive heart failure, pancreatitis, Hodg- 
kin’s disease, leukemia, thyrotoxicosis 
(rare), actinomycosis, liver abscess (amebic 
and pyogenic), histoplasmosis, peptic ulcer, 
echinococcosis, amyloid disease, and carcino- 
matosis“), 

Jaundice of the newborn is a subject with- 
in itself and, in general, does not present the 
same problems, although the differentia) di- 
agnosis may frequently be difficult. 


Summary 

It is possible in approximately 90 per cent 
of all cases of jaundice to determine the 
cause by careful correlation of the clinical 
features with only a few essential laboratory 
tests. In the remaining cases, needle biopsy 
or exploratory laparotomy may become 
necessary to establish a diagnosis. 

In general, the most informative liver 
function tests are serum bilirubin, thymol 
turbidity or cephalin flocculation, alkaline 
phosphatase, and urine urobilinogen. 

In patients more than 40 years of age with 
minimal evidence of liver damage obtained by 
laboratory tests, if the jaundice does not sub- 
side rapidly, within two weeks after its peak, 
laparotomy should be resorted to because of 
the increased incidence of extrahepatic ob- 
struction. In patients less than 40 years of 
age, the same time interval should be ad- 
hered to except when the history is strongly 
suggestive of infectious hepatitis. 


Limited exploration and direct biopsy of 
the liver, using local anesthesia, may be more 


satisfactory than needle biopsy of the liver. 
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THE SPLENIC FLEXURE SYNDROME 
WALTER SPAETH, M.D. 
ELIZABETH CITY 


The splenic flexure syndrome is important 
as an entity that produces symptoms sug- 
gestive of coronary artery disease. Machel- 
la" first adequately described and reported 
the condition. Johnson?) recently invited at- 
tention to its symptomatology in an edito- 
rial. During the preceding 30 months 24 
such patients have been diagnosed and fol- 
lowed in private practice. Eighty-three per 
cent of the patients believed they had heart 
disease. Twenty-five per cent were referred 
for evaluation of possible coronary artery 
disease. A detailed history and physical ex- 
amination produced no evidence of cardiac 
disease in any case. 

During an attack physical examination re- 
vealed an area of hyperresonance to percus- 
sion in the left upper quadrant of the ab- 
domen. The diagnosis was not made in any 
case unless fluoroscopic examination or x- 
ray studies of the abdomen revealed an ac- 
cumulation of gas in the splenic flexure of 
the colon. In several cases repeated attacks 
had to be observed before the diagnosis 


Table 1 
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could be substantiated. Relief of symptoms 
was usually rapidly obtained with expulsion 
of gas induced by enemas or by the use of 
atropine sulfate given parenterally. 
Incidence 

Sexes were divided equally in the 24 cases. 
The average age of males was 41.2 years 
and of females, 32.2 years. The youngest pa- 
tient was a 22 year old woman. The oldest 
patient was a man aged 55. Any patient with 
obvious cardiac or gastrointestinal] disease 
was excluded from this series. 


Signs and Symptoms 

During an attack of the splenic’ flexure 
syndrome, the majority of complaints are 
located in the thoracic region. The most fre- 
quent symptom is a sensation of fullness or 
aching in the left anterior part of the chest 
in the region of the precordium. As aching 
increases, many patients complain of left 
dull, aching subscapular pain or a feeling of 
pressure in the supraclavicular space. Fre- 
quently aching extends into the shoulder and 
left upper arm; however, in only 1 case did 
it radiate as far as the wrist. Substernal 
pain, pressure, or smothering sensations are 
not common symptoms. Pain in the jaw is 


Analysis of Twenty-Four Cases of the Splenic Flexure Syndrome 


Location of Pain 


Case Age/Sex 
29/F Precordium, left shoulder 

28/F Left upper abdomen, substernal 
54/M_ Precordium, left arm, shoulder 
40/F  Precordium, left shoulder, scapula 
22/F Left lateral chest, abdomen 
40/F  Precordium, left arm, shoulder 


7. 26/M_ Precordium, substernal, left arm 

8. 39/F  Precordium, left upper abdomen 

9. 40/F Entire left chest, left shoulder 
10. 24/F  Precordium, left jaw, shoulder 

11. 38/M_ Entire left chest, left upper abdomen 
12. 27/F Subscapular, left shoulder 
13. 28/F Precordium, left shoulder, abdomen 
14. 39/M Precordium, left subscapular 


15. 27/F  Precordium, left shoulder, upper abdomen 


16. 40/M Left lateral chest and abdomen 

17. 85/M_ Precordium, left shoulder and arm 
18. 27/M_ Precordium, left arm 

19. 44/F Left breast, shoulder, upper abdomen 
20. 54/M_ Left upper abdomen, substernal 


21. 34/M Left chest, substernal 

22. 53/M _ Precordium, left upper abdomen 
23. 44/M Left upper abdomen, substernal 
24. 50/M_ Precordium, left shoulder, arm 


Precipitating Causes 
Alcoholic mother 
Pressing responsibilities 
Cardiac neurosis 
Unhappy life situation (school teacher) 
Fatigue in young mother 
Financial and personal difficulties 
(widow) 
In-law difficulties 
Matrimonial difficulties 
Matrimonial difficulties 
Family problems 
Tension, psychoneurotic personality 
Unhappy life situation (divorcee) 
Tension in farm agent 
Cardiac neurosis 
Tension arising out of matrimonial 
difficulties 
Chronic alcoholism 
Anxiety state in veteran 
Anxiety state 
Tension in mother 
Diabetes mellitus with peripheral 
and autonomic neuropathy 
Tension state 
Tension in school teacher 
Tension state 
Traumatic loss of right eye 
4 weeks previously 
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unusual. A common complaint is that deep 
breathing increases the symptoms. Several 
patients complained of a forceful heart beat 
and tachycardia. These symptoms occur 
later in the attack, when apprehension is 
present. 

It is of interest that frequently patients 
do not voluntarily describe abdominal symp- 
toms. Usually on direct questioning, how- 
ever, they will admit a sensation of fullness, 
distension, or vague discomfort in the left 
upper quadrant of the abdomen, both an- 
teriorly and laterally. Occasionally epigas- 
tric fullness accompanies the abdominal 
symptoms. Relief of symptoms is not ob- 
tained by eructations however. Most indi- 
viduals admit relief of symptoms by passage 
of gas by rectum. 

Physical examination during an attack 
frequently reveals a moderate degree of ele- 
vation of the left lobe of the diaphragm to 
percussion. The percussion note over the left 
lower portion of the chest and left upper 
portion of the abdomen, both anteriorly and 
posteriorly, is hyperresonant. In 50 per cent 
of the cases firm pressure in the left upper 
quadrant of the abdomen will accentuate 
symptoms which are present. Infrequently 
manual pressure will produce borborygmus, 
with sudden diappearance of the area of hy- 
perresonance and relief of symptoms. 

Examination of the heart was normal in 
every case, with the exception that occasion- 
ally a premature ventricular beat or sinus 
tachycardia was encountered. 


Case 1 


The patient, a 27 year old white woman, wife of 
a Naval officer, was seen with a chief complaint of 
dull, aching precordial, left subscapular, and shoul- 
der pain, present recurrently for one month. At- 
tacks were more frequent late in the day. The pa- 
tient had been having matrimonial difficulties for 
several months. She admitted exacerbations of 
symptoms with emotional stress. At the height of 
symptoms, she experienced dull, aching, left upper 
abdominal pain. However, severe fullness in the 
left side of the chest and aching in the left shoulder 
and subscapular region were of greater importance 
to her. She was of the opinion that she had heart 
disease. Direct questioning revealed typical symp- 
toms of mucous colitis for eight weeks. Splenic 
flexure symptoms were frequently relieved by the 
onset of diarrhea associated with the mucous colitis. 

Physical examination during an attack of pre- 
cordial symptoms was completely normal except for 
hyperresonance to percussion in the upper left quad- 
rant of the abdomen. Firm manual pressure over 
this region accentuated her thoracic symptoms and 
produced dull pain in the left shoulder and upper 
arm. 

Laboratory studies were within normal limits. 
An x-ray film of the abdomen revealed an accumu- 
lation of gas pocketed in the splenic flexure of the 
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colon. The left leaf of the diaphragm was elevated. 
The patient was given 1/150 grain of atropine and 
2 grains of sodium phenobarbital parenterally. 
Thirty minutes later she was given an enema. This 
caused expulsion of a considerable amount of gas, 
and relief of all symptoms. A repeat roentgenogram 
of the abdomen revealed that the pocket of gas had 
disappeared. 

; On a regimen of tincture of belladonna and bland 
diet, and with readjustment of her home life, the 
vatient has not had a recurrence of symptoms for 
18 months. 


Case 2 


The patient, a 55 year old white married man, 
was seen in the emergency room of the Albemarle 
Hospital, Elizabeth City, complaining of pain of 
three hours’ duration in the lower portion of the 
left side of his chest. He stated that associated with 
this symptom was a sensation of substernal sore- 
ness. Similar episodes had been present several 
times weekly during the preceding six months. Fur- 
ther history revealed that frequently during the 
past year he had noticed dul!, aching pain in the 
left upper quadrant of the abdomen, with associated 
distension. Relief of these symptoms was obtained 
by flatulance. A brother of the patient had suffered 
a myocardial infarction 15 months previously. The 
patient was extremely apprehensive and thought 
that he was having angina pectoris. He stated that 
he had been constantly worried about his heart 
since the onset of his present illness. 

Physical examination was entirely normal with 
respect to the cardiovascular system. Examination 
of the abdomen revealed moderate tenderness in the 
left upper quadrant. Percussion note over this area 
was hyperresonant. Digital pressure in the left up- 
per quadrant of the abdomen caused an accentua- 
tion of substernal symptoms. Pain also appeared in 
the left shoulder and subscapular area. 

Routine blood studies, sedimentation rate, and 
urinalysis were normal. An electrocardiogram was 
within normal limits. A flat plate of the abdomen 
revealed a globular mass of gas in the splenic flex- 
ure of the colon, which was located high in the left 
upper quadrant of the abdomen. Slight elevation of 
the left leaf of the diaphragm was evident. 

The patient was assured that his symptoms were 
not cardiac in origin. He was given 1% grains of 
phenobarbital orally and advised to go home and 
take a large enema. When seen in the office next 
day, he reported that the enema had brought im- 
mediate relief of symptoms by expulsion of gas. The 
entire symptom-complex was thoroughly explained 
to the patient. During the past eight months he has 
remained asymptomatic. 


Laboratory Findings 

Routine blood studies, urinalysis, and stool 
studies were normal in every case. Leukocy- 
tosis and an elevated sedimentation rate 
were not present. Electrocardiograms ob- 
tained in 5 cases during attacks were nor- 
mal. There was no deflection of the S-T seg- 
ment from the isoelectric line. Abnormal T 
waves were not observed. 

Fluoroscopy or a flat plate of the abdomen 
confirmed the diagnosis in each case. In sev- 
eral cases x-ray examination made during 
repeated attacks was necessary before the 
diagnosis could be confirmed. In each in- 
stance an accumulation of gas was observed 
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in the region of the splenic flexure of the 
colon. Occasionally fecal material could be 
outlined distal to this area in the colon, sug- 
gesting a damming of gas behind the feces. 
A barium enema in 15 cases was normal, 
except that in many cases spasm in the de- 
scending colon distal to the splenic flexure 
was noted. No evidence of organic obstruc- 
tion was present. 

I believe that the diagnosis of splenic 
flexure syndrome should be reserved for 
cases presenting no organic disease and ex- 
hibiting by fluoroscopy or x-ray an accumu- 
lation of gas in the splenic flexure of the 
colon. 

Differential Diagnosis 

When first observing the patient during 
an attack, one must exclude the possibility 
of acute myocardial infarction or acute cor- 
onary insufficiency without infarction. Ex- 
amination does not reveal the acutely ill in- 
dividual usually seen with acute myocardial 
infarction. Shock, with its dramatic picture, 
is not present. The pulse is strong. The blood 
pressure is within the patient’s normal 
range. Heart sounds are of good quality. 
There is no complaint of crushing, constrict- 
ing substernal pain or of severe pain radiat- 
ing into the neck, jaws, shoulders, or arms. 
The entire symptom-complex is less severe. 
Laboratory studies, including electrocardio- 
gram, are normal. Occasionally renal dis- 
ease, duodenal ulcer, or left spontaneous 
pneumothorax might be considered as diag- 
nostic possibilities. Careful history and phy- 
sical examination correlated with simple lab- 
oratory studies will usually exclude these 
diagnoses. 


Etiology 

The onset of symptoms occurred with 
emotional conflicts in 83.3 per cent of the 
cases in this series. Other factors found to 
be capable of initiating an attack were 
chronic fatigue, constipation, and overeat- 
ing. A long history of chronic constipation 
was present in the majority of cases. 

Bockus“) and Kantor‘? have reported 
that distension of the splenic flexure of the 
colon may produce precordial symptoms and 
thoracic symptoms on the left. Machella, 
was able to reproduce the symptom-complex 
by inflating a rubber balloon in the splenic 
flexure. In individuals whose transverse 
colon bends sharply or forms a right angle 
with the descending colon, an ideal situation 
exists for trapping gas or feces in the 
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splenic flexure. The localizing of excess gas 
in the splenic flexure apparently may be 
produced by several means: 

1. The presence of spasm in the descend- 
ing colon distal to the splenic flexure may 
obstruct or delay passage of gas or feces 
through the splenic flexure area and produce 
distension. Areas of spasm in the descend- 
ing colon were observed in barium enemas 
in these cases. 

2. Fecal material occluding a portion of 
the descending colon would be capable of 
blocking the free passage of gas. Chronic 
constipation was a common complaint in this 
group of patients. 

3. In emotionally labile individuals there 
is frequently observed a rapid surge of a 
barium meal through the stomach and small 
intestine. Similarly, the rapid advance of 
food through the upper gastrointestinal 
tract occurring simultaneously with spasm 
in the distal colon could produce a sudden 
increase in gas or feces in the region of the 
splenic flexure. This in all probability is the 
explanation for the occurrence of the syn- 
drome following overeating. 


The direct cause of the symptoms is dis- 
tension of the splenic flexure by either gas 
or feces. In many individuals the splenic 
flexure of the colon lies high and posterior 
in the left upper quadrant of the abdomen. 
In this position it lies either in contact with 
or in close proximity to the diaphragm, Dis- 
tension of the splenic flexure may produce 
elevation and irritation of the diaphragm. 
Diaphragmatic irritation may cause some of 
the symptoms. Accordingly, factors capable 
of localizing an accumulation of gas or feces 
in the splenic flexure are: (1) spasm in the 
distal colon, (2) feces in the distal colon, 
(3) a combination of massive and rapid per- 
istalsis in the gastrointestinal tract proxi- 
mal to the splenic flexure occurring at the 
time of spasm in the decending colon. 


Treatment 


Treatment of the splenic flexure syndrome 
must of necessity be concerned with two ob- 
jectives: (1) Relief of the immediate at- 
tack is of primary importance; (2) the 
avoidance of recurrent attacks must be con- 
sidered. 

Relief of symptoms in the majority of 
acute attacks of this syndrome may be at- 
tained by the use of antispasmodics and se- 
dation, followed by enemas. Atropine and 
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one of the barbiturates are given initially, 
either orally or parenterally. This combina- 
tion produces mental relaxation and relief 
of spasm in the intestinal tract. Within a 
short period the patient may begin to expel 
large amounts of gas by rectum. If not, 
enemas should be used to initiate expulsion 
of gas, and may be necessary if fecal ma- 
terial is present and obstructs the free pas- 
Sage of gas. 


In order to avoid recurrent attacks of the 
syndrome, several objectives must be con- 
sidered. The patient should be informed of 
the cause of the symptoms. Reassurance that 
the symptoms are not of cardiac origin is 
essential. Because anxiety may produce an 
acute attack, mental conflicts and emotional 
crises should be sought for and readjust- 
ments attempted. A bland diet and antispas- 
modics are of aid in reducing irritation in a 
hypersensitive colon, Relief of chronic con- 
stipation is necessary. No stereotyped ther-™ 
apy will suffice in all cases. 


Summary 

1. The splenic flexure syndrome is a symp- 
tom-complex produced by an accumulation 
of gas trapped in the splenic flexure of the 
colon. It is believed this syndrome is a vari- 
ent of spastic colon. A group of 24 cases 
which have been followed for 30 months 
have been reported. Recognition of the syn- 
drome is important in the differential diag- 
nosis of coronary artery disease, 


2. Emotional instability and stress are 
factors in initiating attacks. 


3. Treatment consists of psychologic re- 
adjustment and therapy directed towards re- 
laxation of the intestinal tract. 
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A.M.A, Approves Simplified Insurance Claim Form 


Approval has been granted by A.M.A.’s Council 
on Medical Service to a simplified insurance claim 
form drafted by a aw committee of the Health 
Insurance Council. A.M.A s Committee on Prepay- 
ment Medical and Hospital ie vice collaborated with 
the H.L.C. committee. The form is designed for use 
in administering surgical expense benefits under 
group insurance. Physicians who practice in areas 
where this type of insurance coverage is prevalent 
should be particularly interested in this development. 
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SOME PROBLEMS OF TALKING 
TO SICK PEOPLE 


HARLEY C. SHANDS, M.D.* 


CHAPEL HILL 


In this centennial session it is appropri- 
ate, I think, to discuss some of the problems 
involved in talking to sick people. The fam- 
ily doctor of one hundred years ago was 
limited in effective pharmacologic agents, 
but there is evidence that he may have been 
a more important factor in the patient’s 
daily life than is his more scientifically ori- 
ented counterpart. In the field of psychiatry, 
and particularly in the rapidly growing bor- 
derland between medicine and psychiatry, 
we have become increasingly interested in 
obtaining a scientific understanding of the 
effect of emotions upon disease states, and, 
conversely, of the effect of disease states 
«. UPON the emotional balance of the patient. 
For this discussion we have drawn, for the 
most part, upon experience obtained from 
talking to patients suffering from some sort 
of malignant disease. 

Study of these patients has led to the con- 
clusion that patients in the terminal stages 
of almost any disease may be comforted by 
appropriate psychotherapeutic measures, In- 
deed, from feeling that because a given pa- 
tient is hopelessly ill he cannot be helped by 
therapy of this type, we have rather swung 
to the opposite extreme of believing that 
supportive therapy, including psychother- 
apy, is the most effective method by which 
medical help can be extended to such suffer- 
ing patients. 


The Importance of Predictable 
Human Contacts 

The theoretical basis upon which this idea 
rests is that, while growing more ill, a pa- 
tient can keep a closer grasp upon reality if 
he has frequent contact with another human 
being who repeatedly presents to him essen- 
tially the same appearance and attitude. 
With many changes inside, a consistent pic- 
ture outside is of increased importance. 
Many of you, I am sure, have noted differ- 
ences in the degree of serenity of patients 
who could count upon the attention of rel- 
atives and those who could not. Religious 
counselors frequently provide great comfort 
to patients, much of which we believe can 
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be traced to the continuous and predictable 
human contact. The predictability of be- 
havior on the part of doctor or attendant is 
of much greater value than reassuring state- 
ments. Several patients have remarked on 
their annoyance at being told that they 
looked well at a time when they felt bad. 
This sort of comment appeared false to 
them, and aroused a good deal of suspicion. 

To a growing number of people it appears 
that psychiatry is essentially the study of 
the processes of communication, and I am 
presenting this material as a sort of experi- 
ment in communication. The fundamental 
requirement in any attempt to transfer in- 
formation from one person to another is a 
common frame of reference. It is often diffi- 
cult for a patient to understand how dif- 
ferent his view of a situation may be from 
that of his physician, and the contrary is 
frequently true. Similarly, the psychiatrist 
and the general physician frequently see 
problems in a somewhat different way. 
Therefore, I will attempt to summarize our 
experience in a physiologic framework, 
treating the information which is trans- 
ferred from doctor to patient as though it 
were a substance, even though at times the 
medium of communication may be nothing 
more tangible than an expression crossing 
the face of the doctor, or the absence of an 
expected occurrence. 

To point out parenthetically how solid a 
communication can be effected in this way: 
A woman who knew a lot about her illness 
was waiting to hear whether or not her 
skull films showed the presence of a feared 
metastasis. One morning she told me that 
there was indeed a metastasis. When I asked 
how she had found out, she said that only 
one of the group of doctors and students 
who usually made rounds had come to speak 
to her that morning and she had concluded 
that the hopelessness of the situation had 
scared the others off. 

The importance of the relationship be- 
tween the patient and predictable known at- 
tendants is pointed up by another incident 
drawn from the experience of the aforemen- 
tioned patient. As she regained her strength 
she passed through several stages somewhat 
similar to those seen in early childhood, in 
one of which she was terrified of anything 
new or strange. One night she was awakened 
by a noise in the next room, in which there 
was another quite ill patient. In her uncer- 
tainty she feared that she was going crazy 
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and that the other patient was being tor- 
tured. A few days later she remarked that 
a change in service (she had been in the 
hospital for months) caused her great anx- 
iety about the new doctors, since “you can 
never tell what strangers are going to do.” It 
was important to this patient to be able to 
count on seeing the same person time after 
time, and it greatly upset her to lose any 
familiar figure. 

In speaking of these problems, either gen- 
erally or in more precise scientific terms, it 
is natural to refer to them as problems of 
“feeding,” on the one hand, and of “seeing” 
on the other. We speak of the ‘“‘meat” of a 
discussion, and of getting “a new view of 
a problem,” a new insight. To many patients 
the reassuring effect of greeting a familiar 
and trusted human being is similar to that 
of the return of the dawn, which is so uni- 
versally greeted with relief by the very sick. 
In both cases it appears that the effect is 
primarily that of increasing the patient’s 
ability to predict his surroundings and en- 
abling him to reduce the vigilance with 
which he feels compelled to meet each new 
occurrence. 


The Function of the Psychiatrist 

The psychiatrist’s function in many cases 
is to serve as an adjunct to many processes 
which do not really involve him but which 
cannot take place without some such influ- 
ence. In this respect his function may be 
compared to that of a catalyst. It is also 
somewhat like that of a parenterally admin- 
istered fluid which facilitates the return of 
the organism to a steady state. A number of 
other striking comparisons can also be made, 
since psychiatric treatment is largely pain- 
ful, expensive, confining, and certainly to be 
avoided if any other satisfactory method of 
dealing with the problem presents itself. 

The nutrition supplied by either psycho- 
therapy or dextrose solution is inadequate 
and in any case is a poor substitute for the 
hearty fare of everyday life; but at times 
it is all that a very ill person can assimilate. 
The process of returning to a full diet is 
somewhat similar to that of resuming a full 
degree of interest in the surroundings. It 
is of immense interest to watch, as I am 
sure you have done repeatedly, the slow re- 
turn to awareness of outside objects in the 
process of convalescence. After an extensive 
operation it was almost a week before one 
patient was able to make even the response 
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of a faint smile. Somewhat later, however, 
this same patient was able to describe her 
feeling of relief at being able to count on 
daily visits, even at a time when she was 
unable to make the effort of acknowledging 
them. 

Freud, in one of his papers, quoted as the 
appropriate attitude for the psychotherapist 
the famous words of Ambroise Paré concern- 
ing the wounded men he was treating: “I 
bind their wounds and God heals them.” 


Psychotherapy as an Adjunct to the Doctor- 
Patient Relationship 

Most of these points are familiar to any 
sensitive physician, and the psychotherapeu- 
tic job which is involved is performed much 
more easily as a supplement to the existing 
relationship between patient and doctor than 
as a task for another specialist. In other 
words, I suggest that a surgeon with some 
interest can do a much better job of psycho- 
therapy with these patients than can a psy- 
chiatrist with no other relationship with the 
patient. It is a source of constant surprise, 
however, to find how careful one has to be to 
interpret correctly what a patient says and 
does. One of the first patients I was asked to 
see in our project was a woman who had be- 
come acutely depressed because, I was told, 
of an argument with her alcoholic husband. 
In the course of the interview it developed 
that the depression had come on when her 
surgeon left town to attend a medical meet- 
ing. The surgeon was a kindly man and had 
no idea that he was in any way disappoint- 
ing the patient; however, on first consulting 
him, she had asked for reassurance that he 
would not leave her, and he had ‘given it. 
When he left for the meeting, she was in 
good hands and in good condition. From his 
viewpoint he had not left her in the lurch, 
but from hers he had. It is, of course, im- 
possible to say how this situation might 
have been prevented, but had matters been 
clarified to the mutual satisfaction of patient 
and surgeon, the patient might have suffered 
a less severe reaction. 

So many events in everyday living tend 
to reassure a person that everything is all 
right that he can usually put up with a good 
deal of uncertainty in any one area. On the 
other hand, one of the major results of a 
severe illness is so to limit the number and 
variety of the patient’s personal contacts 
that each one comes to have an overwhelm- 
ing importance to him. The restriction in 
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contacts also tends to increase the demands 
upon those persons with whom he is still 
in contact. The situation may then result 
either in a new level of compensation in the 
relationships or in decompensation of one 
sort or another, depending upon the inten- 
sity of the demands and the capacity of the 
attendants. 

The shifting need in this type of situation 
was well described by a woman whose breast 
lesion had been followed postoperatively for 
two years in the tumor clinic. She said that 
at first bi-weekly visits were not nearly fre- 
quently enough to allay anxiety. After two 
years of uneventful visits with no sign of a 
recurrence, she felt that visits once every 
two or three months were sufficient to main- 
tain her peace of mind. 


The Release of Hidden Emotions 


To pursue our analogy further, communi- 
cation has for the patient not only the func- 
tion of nutrition, but also that of excretion. 
Here again a little training may enable a 
physician to notice many ways in which 
talking to a doctor may relieve the patient’s 
mind besides informing him of important 
complaints. The analogy here to certain as- 
pects of nursing care is very close, since the 
most important thing is to help the patient 
get rid of these excreta without feeling that 
the process involves soiling the therapeutic 
attendant; and I submit that in many cases 
it is easier to administer an enema than to 
accept an attack upon one’s competence as 
a physician. 

A fundamental rule in dealing with any 
hollow organ is that interference with the 
drainage of an organ makes the contents of 
that organ liable to infection. In this way, 
the whole person may be compared with a 
hollow organ from the standpoint of com- 
munication. An unexpressed fear or doubt 
or annoyance tends to color every succeed- 
ing transaction with the person to whom 
the feeling is related, and, in a vicious circle, 
leads to further disturbance of the relation- 
ship. In addition, a generalizing process 
takes place, so that as the patient experi- 
ences distrust in his relation to, say, a phy- 
sician, he tends to develop distrust towards 
other members of the therapeutic team and 
to the institution of which the team is a 
part. 

In reference to this generalizing tendency, 
one patient who was terribly disturbed on 
learning that she had a cancer felt threat- 
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ened on all sides following the interview and 
sat bolt upright, quivering with fear, in her 
living room all night, with all the lights on. 
For weeks following she had a sharp reac- 
tion every time she saw a word such as “‘can- 
celled,” which has the same first syllable 
as “cancer.” Another psychiatrist reported 
seeing a patient who had the same sort of 
reaction to a word like “dancer,” which 
rhymes with “cancer.” Another patient said 
that for months after a laparotomy she 
tended to flinch and hold her abdomen any 
time anyone came close to her. During a 


vigorous back rub she felt that the nurse 
was digging her fingers down to the bone. 


Guilt and shame reactions 

The material which these patients need to 
excrete has the peculiar property of being, 
to a considerable extent, partly subconscious. 
Even when it becomes more available, the 
patient frequently feels somewhat ashamed 
and has to be encouraged to let it come out 
in conversation. One may find here a sug- 
gestion as to the problem of delay in seeking 
treatment—which is so common and compli- 
cating in patients with cancer. Many pa- 
tients tend to feel responsible for their le- 
sions and their feelings, and it is difficult 
for them to discuss either without the dan- 
ger of a great loss of self-respect. 

We have been much impressed with the 
frequency of guilt and shame reactions in 
patients suffering from severe disease, es- 
pecially malignant ones. These patients fre- 
quently demonstrate a great deal of concern 
lest illness make them outcasts, and they 
maintain a front as long as possible, often 
until the lesion is far advanced. Patients of 
this type have told us they felt the lesion 
could be traced to a previous venereal dis- 
ease, to “youthful indiscretions,” to “aliena- 
tion from the Divine Intelligence,” and so 
on. 

Psychiatrists obtain much useful informa- 
tion by means of dreams which patients re- 
port. These dreams often convey meaning 
which remains obscure to the patient. A 
rather sophisticated nurse with wide surgi- 
cal experience had a cancer of the cervix. 
While in the hospital for treatment, she con- 
veyed through a number of interesting 
dreams a state of panic which she had other- 
wise held in check so successfully that the 
medical staff referred to her as their prize 
patient. Following a transfusion, for ex- 
ample, she dreamed that a doctor with a 
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huge syringe was injecting some substance 


which was destroying her will power and 
making her a slave. 


Fear of the doctor 

Of all the feelings which are difficult to 
communicate, suspicion and fear of the other 
person tend to be the most troublesome. We 
have been much struck by the manner in 
which the emotional reactions of the doctor 
frequently turn up in the interview or his- 
tory-taking session, and by the manner in 
which the comments of this sort cause a lin- 
gering disturbance in the relationship. In 
such a situation it may become quite impos- 
sible for the patient to relieve himself of 
suspicion or any of the other feelings of 
which he is ashamed. 


One of the comments which have been re- 
ported to us most frequently is that convey- 
ing surprise or condemnation on the part of 
the physician, especially with reference to 
the problem of delay, Patients have reported 
being “bawled out” by the physician; one 
woman stated that a doctor asked her if she 
didn’t know what a terrible thing it was to 
die from cancer and how much more likely 
she had made that eventuality by waiting so 
long to seek treatment. We feel that pa- 
tients probably exaggerate these comments 
—which in any case are rare—but such re- 
ports turn up frequently enough to make it 
likely that patients do, in some instances, 
pick up attitudes of disapproval from phy- 
sicians which increase their own sense of 
shame or guilt and tend to make them feel 
more like outcasts. 


Management of Problems of Communication 


“Keeping out of the way” 


I should like to make a few tentative sug- 
gestions about the management of these 
problems in line with the analogy which thus 
far has run through this discussion. First, 
a word or two about medical progress dur- 
ing the last few decades: The most signifi- 
cant advances apparently have been made 
in learning how to keep out of the way of 
the natural healing processes. The earlier 
practice of administering a large number 
of potent medicines has been replaced al- 
most entirely by the judicious use of agents 
which promote and restore the ability of the 
organism to bring itself back into balance. 
The advances which have been made in in- 
terviewing techniques and in the further 
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understanding of human beings have fol- 
lowed a similar line. 


In general the psychotherapist follows the 
rule of doing as little as possible in the way 
of making suggestions, asking questions, 
and so on, confining his activity to display- 
ing interest, in one way or another, at a 
time when he wishes the patient to continue 
along the same line. This method is charac- 
teristically time-consuming and is certainly 
not universally to be recommended, but the 
results are interesting when, even in a short 
period, further investigation is chosen in 
preference to answering a question. 


As a case in point, a young man seen re- 
cently said that he had had some rectal 
bleeding, and he wondered if it could be due 
to an ulcer. On the face of it this was a 
simple situation: The boy was confused 
about the term “bleeding ulcer’; he had 
known several people who had ulcers, and 
all of them had bled. When he was asked 
to tell what he meant by the term “ulcer,” 
he described the picture of something twist- 
ed and bulging inside, conveying the feeling 
that tentacles might be reaching out to af- 
fect a large part of his body. As the inter- 
view progressed, it became apparent that he 
was suffering from the hypochondriacal con- 
cern with the inside of his body which is so 
characteristic of the cancerphobe, The cas- 
ual query about the meaning of the word 
“ulcer” Jed straight into the morbid preoc- 
cupation of this patient. The degree of con- 
cern manifested was a surprising but im- 
portant diagnostic point. 


By contrast, reassurance is one of the 
most effective methods of preventing fur- 
ther exploration of a given topic. There is 
an amusing analogy between the technique 
of massive reassurance, which some well 
meaning physicians employ with various pa- 
tients, and the ancient Listerian practice of 
spraying carbolic acid throughout the op- 
erating room during a surgical procedure. 
There is little doubt that in the absence of 
any other technique both of these practices 
are useful, but in modern psychiatry as well 
as in modern surgery an aseptic technique 
is greatly to be preferred to an antiseptic 
one. In both psychiatry and surgery, the 
preferred technique involves consciously re- 
straining oneself from natural habitual re- 
actions. In both situations the ideal is to in- 
troduce nothing into the field which is not 
there to begin with. 
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The usual effort of both the surgeon and 
the psychotherapist is directed toward re- 
moving something, and in both cases it is 
necessary to support the patient in the ex- 
perience of losing something undesirable. 
For the most part the support is conveyed by 
nonverbal means—the manner and behavior 
of the physician. It is particularly difficult 
to learn to stay out of the way of the patient 
in a talking situation, because all the social 
training to which we have been exposed as 
children is directed toward avoiding dis- 
tressing the person with whom we are talk- 
ing — by-passing awkward silences, and so 
on. A charming lady who was the guest of 
honor at a party given by an inexperienced 
hostess told the latter not to mind about 
some hitch in the proceedings — that she 
would cover up with conversation; and she 
did most valiantly. In acquiring the most in- 
formation about a patient in the shortest 
possible time, however, it is often necessary 
to expose the patient to the distressing ef- 
fect of silence or inactivity on the part of 
the interviewer. 


Dealing with sore spots 

In addition to this general rule, it is im- 
portant always to be alert to hypersensitivi- 
ties of any sort. It is never possible to pre- 
dict the exact response of a patient to a cas- 
ual remark. An old woman who was having 
some trouble with her hips asked an intern- 
ist what the trouble was, and in an offhand 
way he replied, “Oh, just a little arthritis.” 
A close relative of the patient had been per- 
manently crippled by severe rheumatoid 
arthritis, however, and she became quite 
alarmed by her interpretation of the fact 
that she was suffering from the same dis- 
ease. 

In somewhat the same way we may note 
a response in certain patients which at times 
resembles the state of surgical shock. Shock- 
like states are particularly frequent in this 
field because of the enormous potential of 


the idea that a lesion may be malignant. 
Confirmation of the presence of malignancy 
is always attended by some degree of emo- 
tional disturbance, but where this confirma- 
tion is offered prematurely or abruptly, the 
result is frequently such a disorganization 
of the whole feeling about the self that the 
patient feels temporarily stunned, paralyzed, 
or speechless, and subsequently undergoes a 
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long interval of numbness and disturbed 
functioning. 


In other cases, however, a conspiracy on 
all sides to keep the knowledge from the pa- 
tient frequently results in disturbed relation- 
ships within the family and in the doctor- 
patient relationship. One patient who had 
nursed her husband through a fatal illness 
with a lung cancer and was in the hospital 
with a malignant skin disease said that she 
had not let her husband talk about his 
trouble, even though she had lost a financial 
advantage by not letting him come to a de- 
cision of a legal nature. In her current situa- 
tion she found herself much hampered by 
her daughter’s refusal to let her discuss her 
own disease. 


Emotional States as a Means of Adaptation 


We may cite yet another analogy here in 
pointing out that certain emotional states, 
especially those of anxiety and depression, 
function almost like an inflammation; al- 
though in themselves disagreeable, they per- 
form a function which is essential for adap- 
tation. In the effort to adjust to any situa- 
tion, it is necessary to relinquish the pre- 
vious situation—a process which is attended 
by greater or lesser degree of depression. 


Such signs of emotional inflammation as 
anxiety and depression usually indicate that 
the resources of the organism are being mo- 
bilized to deal with the threatening situa- 
tion. As symptoms, they have somewhat the 
same value to the physician that fever has. 
The difference is that the feeling or emotion 
is contagious. The associates of a person 
with anxiety or depression are themselves 
prone to be affected. In many instances it 
can be seen that the effort of a doctor, nurse, 
member of the family, or friend to alleviate 
the patient’s feeling is, to a large extent, an 
effort to modify his own distress. It seems 
to me that this is perhaps the most impor- 
tant aspect of the whole problem, since 
again, like inflammation, it is not the pri- 
mary lesion which offers the greatest diffi- 
culty in treatment, but the complications 
which prevent the inflammation from run- 
ning its natural course. 


No drug having been thus far found in the treat- 
ment of tuberculosis which kills all tubercle bacilli, 
the objectives of drug treatment in this disease still 
fall short of the eradication of all infecting organ- 
isms.—William B, Tucker, M.D., Annals of Internal 
Med., Nov., 1953. 
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AND CHILDHOOD 
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The discussion is concerned with the more 
common causes of hip lameness, exclusive 
of poliomyelitis, in infancy and childhood. 
An attempt has been made to arrange in 
chronological order those conditions most 
likely to be manifested at that time. The 
problem of the limping child constantly con- 
fronts the consultant, whether he be general 
practitioner, pediatrician, or orthopedist. 
Such a child must always be considered to 
have a serious hip disease until time and 
future examination prove otherwise. 


Congenital Dislocation of the Hip 

A limp arising from a congenitally dislo- 
cated hip and discovered while the child is 
learning to walk indicates a late diagnosis 
of the disease. Congenital hip disease should 
be suspected in a brief examination shortly 
after birth, on the basis of such findings as 
asymmetrical skin folds, reluctance of the 
infant to use the affected extremity, and 
shortening of the leg. The latter is best de- 
tected by allowing the child to lie flat on 
the back and flexing both hips and knees. 
The affected knee will appear shorter in this 
position, and will resist full abduction as a 
result of the tightness of the hip adductor 
muscles. In the same position, if the child’s 
leg is pushed and pulled, a sense of insta- 
bility or “telescoping” may be detected, and 
occasionally the head of the femur can be 
felt to ride in and out of the hip socket, In 
bilateral cases, widening of the perineum is 
quite apparent, and transverse glutea) folds 
are absent. 


The diagnosis of congenital dislocation of 
the hips is confirmed by x-ray evidence of 
abnormal hip relations. The neck of the 
femur is not directed toward the center of 
the acetabulum, which in turn is abnormally 
shallow and the roof oblique. Shenton’s line 
is disturbed and appearance of the ossifica- 
tion center of the head of the femur is de- 
layed. In many of the Mediterranean coun- 
tries where the incidence of congenital dis- 
location of the hip is higher than here in the 
United States, routine roentgenograms are 
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made of all infants at three weeks and three 
months of age. 


Congenital Dysplasia of the Hip 

A milder yet similar form of congenital 
hip disease is congenital dysplasia of the hip. 
In this entity the developing head of the 
femur is in contact with the articulating 
surface of the hip socket, but the acetabulum 
is shallow and the room oblique. The impor- 
tance of recognizing this condition lies in 
the possibility (1) of progression to the true 
hip dislocation, or (2) of the later develop- 
ment of osteoarthritis of the hip joint. 
Where the diagnosis of congenital hip dis- 
ease is made before the stage of weight- 
bearing or prior to its recognition by limp- 
ing alone, the treatment is greatly facilitated 
and can be effected by maintenance of wide 
abduction by means of a Frejka (pillow) 
splint or abduction bar. This provides an 
impacting force and stimulates development 
of an adequate hip socket. Closed reduction 
or non-surgical treatment instituted before 
the age of 3 will provide satisfactory results 
in the majority of cases. 


Congenital Coxa Vara 


Another source of painless limp sometimes 
occurring when the child is learning to walk, 
but more often appearing quite insidiously 
several years later, after minor hip injury, 
is congenital coxa vara. This condition, 
which may be either unilateral or bilateral, 
demonstrates a decreased angle between the 
femoral neck and shaft. Under normal con- 
ditions this angle is 130 degrees, but in coxa 
vara it may be 60 degrees or less. The child 
presents not only evidence of a painless limp, 
but, in addition, limitation of abduction and 
internal rotation. The prominence of the hip 
or greater trochanter is higher than normal, 
and in bilateral cases increased lumbar lor- 
dosis is marked and the abdomen protuber- 
ant. In contrast to congenital dislocation, 
with which the clinical condition is fre- 
quently confused, there is no instability or 
telescoping of the hip. Conservative treat- 
ment is unsatisfactory unless the deformity 
is mild. Surgical treatment with osteotomy 
is usually necessary to correct the deformity. 


Pyogenic Infection of the Hip 


The onset of hip disability following in- 
fection of the hip joint is usually dramatic, 
with systemic signs of sepsis and local signs 
of inflammation: severe muscle spasm, pain, 
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and palpatory fullness of the hip joint. The 
child maintains the hip in a position of 
flexion and adduction, and will resist all ef- 
forts of passive motion. Infection of the 
joint may occur from a primary focus in the 
respiratory tract, urinary tract, skin, and 
so forth, but often may begin as a primary 
process in the articulation itself. It would 
seem almost unnecessary to stress to the 
physician attending a sick child the impor- 
tance of recognizing the development of a 
septic hip joint during the course of an ill- 
ness, the joint infection being the fundamen- 
tal basis of continued fever and failure to 
respond to treatment. X-ray changes at the 
onset, though few, should make one extreme- 
ly suspicious of hip joint involvement. The 
joint is distended and the space increased. 
The shadow of the obturator internu:; lining 
the pelvic surface of the acetabulum is dis- 
placed inwards. Bone changes, however, are 
negative. The importance of early recogni- 
tion of the disease lies in the necessity for 
immediate relief of capsular distention, 
which obliterates the circulation to the fem- 
oral epiphysis and results ultimately in ne- 
crosis of the head of the femur, growth dis- 
turbance, and joint ankylosis. The child 
must be hospitalized, treated systemically 
with appropriate antibiotics, and locally by 
immediate hip drainage. The offending bac- 
terium must be identified and sensitivity of 
the organism determined in order to insti- 
tute appropriate therapy. The extremity is 
immobilized in traction in order to overcome 
muscle spasm and prevent joint contracture. 


Tuberculosis of the Hip 

Whereas the danger of pyogenic infection 
of the hip is present from a few days follow- 
ing birth, tuberculous infection of this joint 
is infrequent under the age of 2, and, in con- 
trast to the acute disability produced by pyo- 
genic joint infection, the onset of limp in a 
hip affected by the tuberculous process is in- 
sidious. Tuberculosis hip disease lacks char- 
acteristic features to differentiate it from 
other subacute or chronic hip disabilities. 
The limp is usually present in the morning, 
only to disappear after a few hours, and 
then to recur after a longer period of activ- 
ity. This feature is not distinctive. However, 
the child is generally ill, with a fluctuating 
low grade fever, a positive tuberculin test, 
night cries, and suggestive x-ray changes. 
Initially the roentgen film demonstrates in- 
creased joint fluid, with widening of the 
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joint space, decreased bone density on either 
side of the articular surface extending well 
into the proximal portion of the neck of the 
femur, and haziness of the bone outlines. 
Later there is narrowing of the joint space 
and evidence of early destructive bone 
changes, most frequently in the head of the 
femur, the medial portion of the epiphyseal 
jine, and upper portion of the acetabulum. 

Therapeutic concepts today are changing. 
No longer is the child with the tuberculous 
hip committed to years of bedrest and immo- 
bilization, awaiting either spontaneous or 
surgical fusion. With the newer antibiotics— 
streptomycin, PAS, and more recently ipron- 
iazid — we are cautiously observing these 
cases, and occasionally finding the tubercu- 
lous process arrested and joint function pre- 
served. It is still too soon to predict whether 
these joints are healed or whether the in- 
fection will recur and require still further 
treatment and subsequent surgery. The ex- 
periment is an interesting one. The ten- 
dency, however, is toward improved hip 
joint function. 


Transient Epiphysitis 

One of the most common of all causes of 
limping in the child from 2 to 10 years of 
age is an intriguing and poorly understood 
lesion of the hip joint to which the term 
“transient synovitis,” or “epiphysitis,” has 
been given. To be sure, most cases are trans- 
ient, lasting for several days; however, 
others have endured for six to eight weeks, 
continuously or in recurrent attacks. Still 
other patients have apparently gotten well, 
only to exhibit degenerative hip joint 
changes years later. For the most part, the 
disease runs a relatively benign course. 

The onset is frequently related to trauma, 
and often a history of upper respiratory 
tract disease two to three weeks prior to the 
onset of gait abnormality may be elicited. 
The child exhibits a chronic intermittent 
limp, largely unaccompanied by pain. Fever 
is not a prominent feature and, if present, 
rarely exceeds 100 F. Examination of the 
hip reveals muscular spasm and restriction 
of passive motion, especially on internal and 
external rotation, but a fixed deformity and 
marked pain on motion are unusual. Like- 
wise, fullness of the hip joint is difficult to 
detect, in contrast to that discovered in spe- 
cific hip joint infection. 

The etiology is obscure. Miller") ascribe? 
the process to an epiphysitis caused by py- 
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emic infarcts, and, in a review of 77 cases, 
indeed discovered 82 per cent of the patients 
to have infected tonsils, the removal of 
which facilitated recovery. 

A great deal may also be said to substan- 
tiate the claim that this is an acute synovial 
reaction on the basis of hypersensitivity, 
since aspiration of these joints reveals a 
slight increase in fluid, the analysis of which 
exhibits negative cultures and no abnormal- 
ities. Roentgenograms made during the first 
several days are negative. Later the joint 
space may appear wider than normal, owing 
to a slight excess of joint fluid, and if the 
disease persists for a week or longer, the 
bone surrounding the hip joint may demon- 
strate decreased density in contrast to tuber- 
culous disease; however, bone outlines re- 
main sharply defined. Although the major- 
ity of these hips readily become functionally 
normal, the child should be followed for pos- 
sible future hip joint disease, at least 
through the adolescent period. It is my im- 
pression that this so-called benign lesion may 
be an underlying cause of any unilateral de- 
generative process of the hip joints discov- 
ered after the second decade. 

Treatment is designed to relieve muscular 
spasm and avoid the trauma of weight-bear- 
ing. If foci of infection in nose, throat, sin- 
uses or teeth are discovered, these should be 
removed. The greater number of children 
with transient synovitis can be treated with 
bedrest at home and gradually resume 
weight-bearing with crutches after muscle 
spasm disappears. Refractory patients with 
recurrent limp are candidates for hospitali- 
zation and traction for as long as muscle 
spasm or restriction to passive motion per- 
sists, before protected weight-bearing with 
crutches is allowed. 


Legg-Perthes’ Disease (Coxa Plana) 

The hip disability arising out of Legg- 
Perthes’ disease occurs from 4 to 12 years 
of age. Whereas the sexes are largely equ- 
ally represented in acute transient epiphy- 
sitis, the incidence of coxa plana is higher 
in males by a ratio of eight to one. The his- 
tory of coxa plana is of some interest. In 
1909 Arthur Legg of Boston described a 
self-limiting noninfectious disease affecting 
the hip joints of growing children. Hereto- 
fore the disease had been thought to be a 
mild form of bone tuberculosis, nonprogres- 
sive and responsive to treatment. Even to- 
day the etiology has not been accurately de- 
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termined. However, two factors are appar- 
ent: (1) The very fact that the disease 
occurs mainly in active young boys indicates 
that injury or activity may be a factor; and 
(2) the fact that the histolopathologic pro- 
cess is that of an aseptic necrosis suggests 
a circulatory deficiency. 

These children have little or no pain, They 
do, however, present a limp of varying de- 
gree. Examination of the child reveals noth- 
ing specific; muscular spasm and limitation 
of passive motion, especially rotation, are 
discovered as in most intraarticular hip dis- 
eases. 

X-ray changes quite naturally reflect the 
progress of the disease. In the beginning an 
area of radiolucency appears in the femoral 
epiphysis or neck. As bone necrosis occurs, 
the femoral head appears dense and later 
fragmented. When fragmentation disap- 
pears and healing occurs, small islands of 
newly formed bone appear, coalesce, and 
finally reconstruct smooth bony contours. 
The time required for the completion of the 
entire process rarely is less than 18 months, 
and may require as much as four years. 

Weight-bearing must be prevented at all 
costs. The method whereby this is accom- 
plished, however, should be individualized. 
Those hips which appear normal both func- 
tionally and roentgenographically are found, 
for the most part, in that group of patients 
treated by complete bedrest and leg traction. 
Except in those areas where institutional 
care and educational facilities are available 
and accessible, this type of treatment is not 
feasible. In other areas early hospitalization 
is desirable, with treatment of the extremity 
in traction until muscle spasm and restric- 
tion to passive motion has subsided. Ambu- 
lation with crutches and an ankle sling to 
prevent weight-bearing on the affected leg 
may then be permitted. Or the patient may 
be permitted to walk with a caliper splint 
which prevents weight-bearing on the hip 
joint, and a built-up shoe on the unaffected 
side. The healing process is followed by peri- 
odic x-ray studies at four to six month in- 
tervals, and careful observation of the un- 
involved side for early evidence of the dis- 
ease. 


Adolescent Coxa Vara 
(Slipping Upper Femoral Epiphysis) 
This disease entity, as the name implies, 
occurs in the preadolescent or adolescent 
period, from 9 to 16 years of age and in con- 
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trast to Legg-Perthes’ disease is found more 
frequently in girls by a ratio of 2 to 1. That 
the disease occurs only in the fat and geni- 
tally underdeveloped child is a misconcep- 
tion, for it is equally common in tall as- 
thenic children and in intermediate types. 

The onset of hip disability resembles that 
of any chronic hip ailment. The limp is in- 
termittent and has daily variations as well 
as periods of complete absence. Pain may 
be a prominent feature, or it may be com- 
pletely absent. When present, this complaint 
frequently is referred to the knee; therefore 
a negative knee examination or a sympto- 
matic hip joint in an adolescent, despite a 
history of chronic limp, is highly suggestive 
of slipping femoral epiphyses. The only 
roentgenogram which is of any value in an 
early case is the lateral view, which demon- 
strates the typical displacement in a poster- 
ior-inferior direction. 

The amount of displacement of the fem- 
oral epiphysis on the neck will determine the 
type of treatment to be instituted. As out- 
lined in a previous paper”), manipulation is 
mentioned only to be condemned, as addi- 
tional injury is inflicted upon an already 
jeopardized circulation to the femoral head. 
Immobilization in bed or by plaster cast is 
no guarantee against further slipping, and 
should be resorted to only when surgery is 
contraindicated. Where displacement of the 
femoral epiphysis is less than 1 cm., hip- 
pinning with a Smith-Petersen nail will 
yield excellent results. Where displacement 
of more than 1 em. exists, some type of hip 
osteotomy, reconstruction, or arthroplasty is 
to be considered, depending upon the indi- 
vidual case. 


Summary and Conclusions 

1. The limp as a sign of hip disability 
must be considered serious until proved 
otherwise. 

2. Congenital hip disease can and should 
be diagnosed shortly after birth if treatment 
is to be simplified and results improved. 

3. Except in early cases, treatment of con- 
genital coxa vara is surgical. 

4. The septic hip demands early treatment 
in order to prevent circulatory embarrass- 
ment to the growing epiphysis. 

5. Transient epiphysitis is a benign, poor- 
ly understood hip disease, but should be ob- 
served for a prolonged interval following 
remission. 
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6. Concepts of treatment of tuberculous 
hips with antibiotics are changing. No con- 
clusions can as yet be drawn. 

7. Adolescent coxa vara is a chronic hip 
disability of adolescence which demands 
early recognition if near to normal hip 
function is to be preserved. 
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Discussion 


Dr. Robert A. Moore (Winston-Salem): I think 
Dr. Rapp has left out two rather common causes 
of limping. One is improper shoes and the other is 
sprain. 

Dr. Rapp: Yes. I was previously talking to Dr. 
Gay, who said that pediatricians cure about 99 per 
cent of the hip disabilities just by removing a burr 
or a wrinkle in the shoe. Sprains and other common 
causes of limping, such as flat feet, did not enter 
into the discussion, since they arise below the hip 
joint. 

From the floor: What about destructive lesions in 
the hips such as tumor? 

Dr. Rapp: I think that tumors of the hip joints 
are fairly rare as intra-articular tools. For instance, 
I am thinking of a case of synovioma of the hip 
joints; however, intra-articular tumors are quite 
rare in comparison to tumors occurring about the 
hip joint. There are, for instance, the benign tumors, 
the most common being the osteochondroma, which 
presents the symptom of limp and interferes with 
hip joint function. This tumor is fairly common. 

From the floor: We happen to have encountered 
1 patient with a lesion of the greater trochanter; it 
was an osteolytice condition. 

Dr. Rapp: Extra-articular tumors present a diag- 
nostic problem. They are in the neighborhood of the 
growing epiphysis of the greater trochanter and 
present some difficulty in differentiation. 


Therapeutics: In medicine most of our premises 
are the facts found by research workers, and many 
of the conclusions from these facts become trans- 
lated ultimately into ideas about the cause and treat- 
ment of disease. Research proceeds now at so great 
a rate that it is essential that reasoning must keep 
pace with fact-finding. As much trouble must be 
taken in reasoning from facts as it is in establishing 
their truth. Though medical data may not always 
be subjectable to the rigid application of formal 
logic, most views on therapy have behind them some 
attempt at a logical argument. The premises and 
the arguments are not always expressed openly, so 
that crooked thinking is often concealed behind an 
impressive and persuasive array of words (particu- 
larly in brochures accompanying proprietary reme- 
dies). It is a profitable and useful exercise for all 
those who wish to think straight to analyse reason- 
ing and weigh evidence by exposing the bare bones 
of an argument, and see how it looks. Do we not 
sometimes find that we are being influenced by 
arguments of this kind: (1) small people do not grow 
enough, (2) anterior pituitary makes rats grow, 
(8) therefore small people need anterior pituitarv: 
of this sort: (1) pregnant rats without vitamin E 
miscarry, (2) therefore women who miscarry need 
vitamin E? — Asher, R.: Straight and Crooked 
Thinking in Medicine, Brit. M.J, 2:460 (Aug.) 1954. 
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GANGRENE OF THE LEG 
IN AN INFANT 


RICHARD MARGOLIs, M.D. 


WINSTON-SALEM 

Arterial occlusion in the newborn and 
young infant is an infrequent occurrence. 
Since 1828 only 58 cases have been recorded 
in the literature. 

Excellent reviews and discussions of the 
subject have been presented by Dohan", 
Heller and Alvari’), Gross), and Askue 
and 

It is the purpose of this paper to add 
another case to the literature, and to suggest 
that conservative therapy may be satisfac- 
tory. 


Case Report 


A four day old white male infant was ad- 
mitted to the James Walker Memorial Hos- 
pital, Wilmington, on September 15, 1952, 
with the complaint that his “leg suddenly 
became dark.”’ The infant was the product 
of an uneventful, full-term pregnancy and 
low forceps delivery. His birth weight was 7 
pounds, 6!4 ounces. A circumcision had been 
performed on the third day of life. Approxi- 
mately six hours prior to admission to the 
hospital the infant’s right leg and thigh 
were noted to be dark blue. The leg felt 
cool, and seemed to be acutely painful when 


touched. A few hours later the dark color — 


decreased in the thigh and the upper part 
of the leg, and these areas became warmer 
and pinker. The dark area was then noted 
to be localized in the middle of the lower 
leg, the outer aspect being less involved. 


Physical examination revealed a well de- 
veloped, well nourished infant who appeared 
to be in acute distress. The rectal tempera- 
ture was normal. The anterior fontanelle 
measured 3 by 4 cm. and was flat. Examina- 
tion of the eyes, ears, nose, and throat was 
within normal limits. The lungs were clear. 
Auscultation of the heart revealed no mur- 
murs. The umbilicus was clean. A recent 
noninfected circumcision was noted. The 
right leg was held in a position of flexion. 
There was a line of demarcation between the 
pink upper leg and an area of mottled cyano- 
sis extending from the middle of the leg to 
the foot. The cyanotic area on the affected 
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right leg was cooler than the corresponding 
area on the left leg. The femoral, popliteal, 
and dorsalis pedis pulsation were absent in 
the right leg. 

On laboratory examination the urine was 
found to be within normal limits. The red 
blood count was 6,200,000, the hemoglobin 
18 Gm., and the white blood count 7,150, 
with a normal differential. 

The right leg was sponged with alcohol, 
and sterile cotton was applied. A stockin- 
ette sock was pulled over the padding and 
pinned to the infant’s diaper. This prevented 
further injury by the left leg. On the third 
hospital day the inner aspect of the right 
leg showed a clearly demarcated area of 
early gangrene. The lateral aspect of the 
leg appeared much pinker. The femoral and 
popliteal pulsations were present. 

Six days after admission the major por- 
tion of the right leg and foot was pinker 
and warmer. Over the medial malleolus was 
an area of dead tissue measuring 2 by 3 cm. 
On the following day this necrotic tissue be- 
gan to slough, and the patient had a brief 
febrile spike to 101.4 F. rectally. The sterile 
cotton was replaced with Furacin gauze. By 
the tenth hospital day the necrotic area had 
entirely sloughed. A clean, crater-like lesion 
measuring 2 by 4 cm. was then present. The 
medial malleolus was exposed. The foot was 
swollen, but the color remained good. The 
wound was packed with a bland ointment 
containing A and D vitamins, and was al- 
lowed to granulate. The excess granulated 
tissue was cauterized with silver nitrate. 
The wound filled in rapidly, and the remain- 
der of the hospital course was uneventful. At 
the time of discharge, 19 days after admis- 
sion, only a small transverse scar remained 
over the malleolus There was no apparent 
limitation of movement of the right foot. 


Comment 

In the absence of any congenital] heart de- 
fect or apparent focus of infection, one can 
only speculate as to the etiology of the le- 
sion in this infant. 

Gross * calls attention to the ductus ar- 
teriosus and umbilical arteries as sources of 
emboli in those cases which cannot be ex- 
plained on the basis of sepsis or injury at 
birth. As no cause could be found to explain 
the apparent vascular insufficiency, it is pos- 
sible that an embolus could have been the 
etiologic agent. 

The treatment in this instance followed 
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the general plan outlined by Gross‘). Lum- 
bar sympathetic block with procaine was not 
attempted because of lack of experience in 
infants. For a similar reason anticoagulants 
were not used. 

A conservative therapeutic approach to 
similar cases is suggested, because of the 
satisfactory results in this case, and because 
of the difficulties attending more drastic pro- 
cedures in an infant. 


Summary 


A case of apparent arterial occlusion in a 
4 day old infant resulting in gangrene of an 
extremity has been presented. An embolus 
from the ductus arteriosus or an umbilical 
artery is suggested as the etiologic agent. 
Conservative therapy brought about a satis- 
factory result. 
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I sometimes wonder if obstetrics shouldn’t have 
joined up with paediatrics instead of gynaecology, 
and if—in whoring after the glamour of surgery— 
it hasn’t missed the crux of the matter. For the 
crux surely is not just to deliver a woman but to 
get a new citizen sound in mind and body. True 
enough, as the current maternal mortality rate 
shows, our obstetrical obsession with the mother has 
been eminently successful. But the fate 6f the baby 
is another kettle of fish. Deaths in the first week 
of life still rank third in Nova Scotia after cardio- 
vascular disease and cancer. We obstetricians must 
accept responsibility for all but a minor fraction of 
these since, in effect, most neonatal deaths are ob- 
stetrical deaths conditioned by what happens dur- 
ing pregnancy, labour and the immediate neonatal 
period, when the situation is still in our hands.— 
Atlee, H. B.: The First Ten Minutes, Canad. M.A.J. 


70:227 (Sept.) 1954. 


Of all babies the premature should not be de- 
tached from its mother until it has got all the blood 
nature intended for it. Paediatricians like to keep 
the premature’s stomach empty for a day or so and 
this extra blood is a hostage against hunger. Finally, 
the premature should be handled with the greatest 
gentleness; the more premature it is, the more its 
life tenuous and uncertain—but it has its own pow- 
ers of survival, powers we may actually hamper if 
we try to aid them too vigorously. When the cord 
has been tied, the baby should be placed immediately 
in an incubator, which should have been brought to 
the delivery room previously.—Atlee, H. B.: The 
First Ten Minutes, Canad, M.A.J, 71:231 (Sept.) 
1954. 
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THE RESULTS OF ACETYL GANTRISIN 
THERAPY IN ONE HUNDRED 
PATIENTS WITH URINARY 
TRACT INFECTION 


FRED K. GARVEY, M.D. 
and 
HOWARD E. STRAWCUTTER, M.D. 


WINSTON-SALEM 


Gantrisin is a well established sulfona- 
mide preparation which is highly soluble 
and of low toxicity. It is a satisfactory urin- 
ary tract antiseptic, and is extremely well 
tolerated. 


A recently synthesized acetylated deriva- 
tive of Gantrisin was submitted to us for 
clinical evaluation. Preliminary studies in- 
dicated that it is equally effective and even 
better tolerated than the original product. 
Chemically this compound differs from nat- 
urally occurring acetylated sulfonamides, 
which are usually of relatively low activity, 
in that the acetylation is in the N1 rather 
than the N4 position. 


Materials and Method 

Acetyl Gantrisin in this study was ad- 
ministered as a urinary tract antiseptic to 
patients with the various types of infec- 
tion seen in an office practice of urology. No 
other selection of patients was made. The 
results were evaluated on the basis of clini- 
cal response — that is, relief of symptoms, 
elimination of pyuria, prevention of infec- 
tion from instrumentation, and duration of 
illness. Cultures were obtained only when 
indicated in the course of the clinical evalu- 
ation of the patient. The usual dosage was 
0.5 Gm. four times a day, with proportionate 
reduction for children and other minor in- 
dividual variations. In violent infections the 
average adult was given 1.0 Gm. four times 
a day during the acute phase. Blood studies 
for evidence of bone marrow depression 
were not made. These had previously been 
done with regard to Gantrisin without re- 
vealing any evidence of hemapoietic toxicity. 


Results 


Of one hundred patients to whom the drug 
was given and who have been followed suf- 
ficiently to allow evaluation, 91 showed defi- 
nite improvement. Results were regarded as 
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fair in 25 cases, and ranged from “good to 
excellent” in 66. 

Fifty-nine cultures were obtained. The 
incidence of various offending organisms 
with corresponding effectiveness of the drug 
is shown in table 1. The difference in total 
numbers is due to the presence of mixed 
infections. 

In 2 patients, fever and chills developed 
on the first day of treatment, subsiding 
when the drug was stopped. Both patients 
had previously received large doses of sulfa 
drugs, and one had evidenced a similar re- 
action to a sulfa preparation previously. No 
other untoward reactions were noted. 

Eight patients showed equivocal or no 
clinical improvement following a course of 
Acetyl Gantrisin therapy. Two of these pa- 
tients had had transurethral resection of the 
prostate with persistence of pyuria beyond 
the expected period, and had not responded 
to other chemotherapy. The infections were 
eventually cleared with other types of medi- 
cation and instrumentation. Three patients 
with pyelonephritis, one due to pseudomonas 
infection, one associated with stones, and 
one in an atrophic pyelonephritic kidney, 
showed no apparent improvement. These 
had also received various other forms of 
chemotherapy previously. Another patient 
with bladder invasion from squamous cell 
carcinoma of the cervix had no decrease in 
pyuria or in symptoms. One patient receiv- 
ing Acetyl Gantrisin prophylactically follow- 
ing manipulation of a ureteral stone, had 
acute pyelonephritis in spite of medication. 
It was felt that the dosage was inadequate 
in this case. 


Response of organisms 

Some astonishing facts were noted in an 
analysis of the results in relation to the dif- 
ferent types of organisms involved. Proteus, 
aerobacter, and pseudomonas infections 
responded quite favorably to Acetyl Gan- 
trisin. These organisms are most difficult to 
eradicate in the urinary tract, and have 
given virtually no response to antibiotics 
and most of the other sulfonamides. Of the 
9 cases with proteus, 8 were cleared satis- 
factorily, and one showed fair response. 
There was 1 failure in the 8 cases of aero- 
bacter and 1 failure in the 5 cases of pseu- 
domonas. The number of failures is low 
enough to encourage the use of this drug in 
preference to other therapy. Coliform infec- 
tion responded well to Acetyl Gantrisin ther- 
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Table 1 


Results in 69 Cases of Urinary Tract Infection 
Treated with Acetyl Gantrisin 


Results 

Organism Good Fair None Total 
Coliform 26 5 — 31 
Proteus 8 1 — 9 
Aerobacter 5 2 1 8 
Pseudomonas 3 1 1 5 
Alkaligenes 2 — — 2 
Streptococcus fecalis 2 — 2 
Diphtheroid — — 1 1 
Staphylococcus, 

hemolytic 1 — — 1 
Staphylococcus, 

non-hemolytic 1 a 1 
Paracolon 1 — — i 
Streptococcus 

liquifacians — _- 1 1 
No growth 5 — 2 7 

54 9 6 69 


apy, which was the expected norm for this 
infection. Streptococcus fecalis, which is or- 
dinarily an extremely difficult organism to 
eradicate from the urinary tract, responded 
with complete clearance in the 2 cases 
treated. 


Summary and Conclusion 


1. One hundred patients with urinary 
tract infection were treated with an acety- 
lated Gantrisin derivative. 


2. The results were evaluated clinica‘ty. 
There was either a cure or satisfactory re- 
lief following administration of the drug in 
91 per cent of the cases. 


3. There were 2 febrile drug reactions 
which abated when the medication was 
stopped. One patient was definitely known 
to be sensitive to sulfa drugs before the ad- 
ministration was started. 


On a basis of this experience we feel that 
Acetyl Gantrisin is an effective and safe 
drug for use in the treatment of urinary 
tract infection. 


The G.P. finds himself to a large degree side- 
tracked. He is today a “filter” (the word has actu- 
ally been used in official reports), a sieve with a 
very large mesh, He spends much of his time sign- 
ing forms by which he unloads his patients upon 
institutions and specialists who know little of the 
early history of their diseases and nothing at all of 
their domestic conditions. No health centres have, 
as yet, after four years, been set up. Or is it one? 
There is much less post-graduate instruction than 
there was five years ago. More serious still, the 
“close-up” between doctor and patient, which we 
had learned to be the sine-qua-non of medical care, 
has been grossly interrupted. Less and less do they 
see of each other, whether in the home, in the doc- 
tor’s office, or in the hospital—Horder, L.: Fifty 
Years of Medicine, New York, Philosophical Li- 
brary, 1954, p. 46. 
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ABDOMINOSCROTAL HYDROCELE 
A Case Report 
ROBERT W. WILLIAMS, M.D. 


WILMINGTON 

Although by no means unknown, abdomi- 
noscrotal hydroceles are sufficiently uncom- 
mon to merit mention. Until 1942 Prather“ 
was able to collect but 53 cases. The reader 
is referred to this article for a review of 
the history and pathogenesis of this lesion. 
The 53 cases presented included patients 
from ages 1 to 55 years. The present report 
is intended to add to the literature 1 case 
in which the patient was 77 years of age. 


Report of a Case 

A 77 year old white farmer presented 
himself at the emergency room of the North 
Carolina Baptist Hospital complaining of 
swelling of the left leg and pain in the left 
calf for some two to three weeks. In addi- 
tion he stated that a mass had been present 
in the right side of the scrotum for as long 
as he could recall. He had consulted his phy- 
sician 10 days prior to admission, and the 
scrotal mass had been aspirated and an un- 
known amount of dark brown liquid ob- 
tained. The past history, family history, and 
systemic review were singularly unremark- 
able. 

Examination revealed an elderly white 
man, alert, cooperative, and remarkably 
agile for his years. Blood pressure was 190 
systolic, 74 diastolic. The remainder of the 
general examination was entirely within 
normal limits save for the abdomen and 
scrotum. Here there was a huge rounded 
mass filling most of the abdomen up to the 
costal margins. This mass was movable, non- 
tender, dull to percussion, and with an ob- 
vious fluid wave. In addition, it was con- 
tinuous with the cystic mass in the right 
scrotum. This mass was 15 to 18 cm. in di- 
ameter, and the right testicle could not be 
definitely felt. The left testicle was readily 
palpable and unremarkable. A fluid wave 
was transmitted from the scrotal mass to the 
abdominal mass, and vice versa. The scrotal 
mass could not be transilluminated. Rectal 
examination revealed a large extrinsic 
smooth mass, which was easily indentable. 
There was a trace of edema of the left foot 
and ankle, but no tenderness, color change, 
or temperature change. 

Routine blood count, urinalysis, and se- 
rology were all within normal limits. The 
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Figure 1 


stools were negative for occult blood; the 
total serum protein was 7.7 mg. per 100 cc., 
the blood urea nitrogen 9 mg. per 100 cc., 
and the serum amylase 80 units. Plain films 
of the abdomen in the erect and recumbent 
positions demonstrated a huge area of rad- 
iodensity of similar distribution to the pal- 
pable mass. Upper gastrointestinal x-ray 
films and barium enema showed marked dis- 
placement of the stomach, colon, and loops 
of small bowel into the immediate subdia- 
phragmatic spaces, but no intrinsic lesions. 
Intravenous pyelograms indicated minimal 
distortion of the course of the right ureter, 
but no other changes, and there was prompt 
appearance of the dye bilaterally. An electro- 
cardiogram showed changes interpreted as 
probably indicating left ventricular hyper- 
trophy. 


Three days after admission the patient 
was operated on under spinal anesthesia; a 
lower right paramedian incision was em- 
ployed. The anterior peritoneum was ad- 
herent to the surface of the large mass, but 
could be easily separated by blunt dissec- 
tion. The remainder of the peritoneal cavity 
was free, and exposure of the mass revealed 
that it was retroperitoneal, and had stretch- 
ed and pushed the posterior peritoneum over 
its surface. This layer was then incised in 
the shape of a T, with the horizontal inci- 
sion at about the level of the inguinal liga- 
ment. A cleavage plane was entered, per- 
mitting the mass to be stripped free of its 
peritoneal covering. One attempt to deliver 
the mass partially was unsuccessful because 
of its size. It was then decided to evacuate 
some of the contents. A 2 or 3 cm. incision 
was made on the anterior aspect, and 6,400 
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Figure 2 


ce. of thick, yellowish-brown, somewhat 
greasy fluid was aspirated. When this had 
been done, the large fibrous sac could be 
folded and delivered through the wound. The 
scrotum was then invaginated, and by care- 
ful blunt and sharp dissection, the scrotal 
portion of the sac was separated from the 
right testis and spermatic cord structures. 
The cremasteric muscle fibres were so at- 
tenuated as to be unidentifiable, but the vas 
deferens and spermatic vessels could be 
pushed aside. In the region of the epididymis 
the wall of the sac was intimately fused with 
this structure, necessitating sharp dissec- 
tion. Some of the vasa efferentia were doubt- 
less injured, but in view of the patient’s age 
and the certainty of the blood supply to the 
testis this complication was of little concern. 
The entire sac was thus removed. The struc- 
tures of the inguinal ring and ligament were 
thinned out to a flimsy flat band of tissue, . 
and the huge inguinal hernia could only be 
repaired by suturing the thin fibrous tissue, 
along with the subcutaneous tissues, to 
Cooper’s ligament. The posterior peritoneum 
was then closed with a running suture of 
no. 00 chromic catgut and left redundant. 
A small Penrose drain was placed at the 
estimated level of the inguinal ligament and 
brought out through a stab wound at the bot- 
tom of the scrotum. The abdominal wound 
was closed in layers with interrupted silk 
sutures, 

Pathologic report of the specimen was 
huge simple cyst compatible with hydrocele. 


The postoperative course was uneventful; 
the wound healing per primam, and showing 
no evidence of immediate herniation. The 
swelling in the left leg disappeared, and the 
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patient was discharged on the ninth post- 
operative day. When seen 10 days later in 
the outpatient department, he was found to 
be free of signs and symptoms. 


Comment 

Prather has concisely described the prob- 
able mechanisms that result in the formation 
of this lesion. The present case was entirely 
in keeping with this description, and even 
after the specimen was removed it assumed 
the bilobed shape, with a huge abdominal 
component and smaller scrotal one, the in- 
dentation between reflecting the compression 
of the inguinal ligament. The more highly 
colored and thicker than usual contents of 
the sac are not easily explainable, as the en- 
tire lining appeared to consist of simple flat 
epithelial cells. A few areas showed marked 
degenerative changes of the fibrous tissue 
wall. This suggests an explanation for the 
nature of the contents, although, because of 
the huge size of the sac, it was not feasible 
to subject every area to microscopic study. 
Dermoid cyst was considered as a diagnostic 
possibility for a considerable time, but was 
excluded by the careful pathologic study. 


Summary 
An additional case of abdominoscrotal hy- 
drocele has been submitted. It is of interest 
that the patient was successfully treated by 
surgery at the age of 77, and that the con- 
tents of the sac suggested the possibility of 
a dermoid cyst grossly. It is felt that with 
the safer anesthetic techniques and suppor- 
tive measures of current practice, surgical 
excision is the preferable treatment for these 
lesions. 
References 
1. Prather, G. C.: Abdominoscrotal Hydrocele; Review of the 


Literature and Report of a Case, New England J. Med. 
226 :255-260 (Feb. 12) 1942. 


The general practitioner in England: Between 8 
and 9 o’clock in the morning he will be taking his 
breakfast and answering telephone calls for visits. 
He will be in his surgery promptly at 9, and will 
see patients until, say, 10:30. This is an average 
time, during which he will see up to 25 patients. 
There will be a bit of everything most days. Per- 
haps 20 of the patients will have minor ailments 
or come for follow-up, or be calling merely for a 
certificate. The other five may be more interesting 
from the clinical point of view and need more atten- 
tion. Thus he may spend 15 minutes on one patient 
and then quite properly deal with the needs of five 
or six other during the next 15 minutes.—Hadfield, 
S. J.: A Field Survey of General Practice, 1951-2, 
Brit. M. J. 685 (Sept. 26) 1953. 
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BUSINESS MANAGEMENT OF 
MEDICAL PRACTICE 


HORACE COTTON 
CHARLOTTE 


One of the less dramatic — but perhaps 
more significant—developments in the pri- 
vate practice of medicine since the end of 
World War II has been the realization by 
individual physicians that there is a busi- 
ness side of medicine. 


The increasing complexity of government 
regulations in regard to such matters as 
wages, social security, workmen’s compen- 
sation, and taxes has jolted many doctors 
into recognizing that the federal govern- 
ment, at any rate, regards the practice of 
medicine as an enterprise. It is an enter- 
prise, moreover, which does not enjoy all 
the reliefs granted to commercial and in- 
dustrial enterprises. There are few busi- 
ness undertakings which require such long 
and expensive preparation as does a medical 
practice, and few which receive such unfa- 
vorable tax treatment during a relatively 
short productive period, with allowance for 
the initial investment. 


Gradually, the physician has come to see 
that, much as he may dislike the business 
side of medicine (and the dislike is greatly 
to his credit), ordinary prudence demands 
that sensible procedures, conformable to 
the requirements of good business, make 
their entry into his office. 


What is Being Done 


The gospel of good business practice in 
medicine is not new. The publication Medi- 
cal Economics has been preaching it for 
many years, and probably is higher in the 
regard of the profession today than at any 
other time. In Michigan, Henry C. Black 
and Allison E. Skaggs have been contribut- 
ing to the state medical society journal for 
more than 17 years. More and more medical 
schools are providing lectures on the busi- 
ness side of medicine. Some hospitals are 
furnishing lectures and discussions to their 
interns and residents. The American Medi- 
cal Association recognizes the problem. State 
societies are sitting up and taking notice. 
Much can be done—and is being done—to 
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improve the standards and the training of 
the personnel of doctors’ offices. 


There is even a welcome retreat from the 
philosophy of the “poor mouth.” For years 
many physicians have been reluctant to ad- 
mit financial success, being apprehensive 
that the public might think they are doing 
too well and that the politicians might think 
the profession ripe for socialization. More 
doctors now admit their own right to earn 
an income which, after taxes, will permit 
them to enjoy benefits comparable with 
those enjoyed by their contemporaries, both 
in terms of money and leisure time. 


Principles of Good Office Management 

Good business management consists of 
many things, only a few of which can be 
mentioned in this article. Some of the state- 
ments made here may seem trite because 
they are so obvious, yet many physicians 
seem to be innocent of them. We would ven- 
ture the flat statement that even a little 
time spent in the study of these simple mat- 
ters would produce an increase in net in- 
come and save some working time for any 
doctor who has been negligent in these re- 
spects in the past. 


Why does a business concern pay so much 
attention to the design of its factory or its 
offices? It wants to eliminate travel, because 
travel-time is not productive. Also it wants 
to provide for normal expansion. These 
things are important in the medical office, 
too. Why not eliminate unnecessary steps? 
Why not provide for growth? See that the 
reception room is big enough, light enough, 
cheerful enough. See that appointments and 
money matters can be arranged in privacy. 
Be sure to have enough examining rooms 
and equipment to handle peak volume with- 
out confusion and loss of time. Don’t walk 
half a mile a day for the lack of another 
telephone extension. 

Why do business men use office appli- 
ances? When an office machine can do a job 
better, faster, or less expensively, business 
buys that machine. So it should be with the 
doctor. Any old typewriter will not do, La- 
borious manual addition of columns of fig- 
ures does not pay. Stenography is a dying 
art, it seems, and dictating machines are 
now standard equipment. 

Does the physician have well trained as- 
sistants ? Commerce and industry have found 
that it pays to devote sufficient time to train- 


ing employees. The doctor may well take 
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note of this. 

Does he work by appointment? His ap- 
pointments should be properly timed, not 
haphazardly scheduled. He should have 
breathing spells during peak periods. Pa- 
tients should be greeted promptly, reas- 
sured, seen quickly. The physician should 
control his patient flow. Too often he is 
controlled by it. 


Records 

Do the doctor’s records satisfy govern- 
ment requirements? Do they tell what he 
needs to know for the good management of 
his practice? They should be simple, for 
writing things down two or three times 
when once would do is a great waste of ex- 
pensive time. The doctor should have regu- 
lar reports which keep him informed of 
his progress. He personally should not do 
the detail work of recording; too often he 
and his wife do it at home. His personnel 
should account for all funds. He should be 
in a position to compare his figures with 
good experience elsewhere. 

Financial records must be complete, up- 
to-date, capable of being maintained with 
the minimum of pen-pushing. Statements 
must be sent out promptly and regularly. 
Promises to pay must be recorded and fol- 
lowed up. The doctor must know his collec- 
tion ratio; it can be too high as well as too 
low. Perhaps the doctor uses stickers on his 
bills, or scribbles notations in his own hand. 
Some doctors try every fly-by-night collec- 
tion agency which asks for business, instead 
of utilizing sound and ethical concerns. 


Insurance 

The doctor should determine his business 
and professional risks, and cover them ade- 
quately with insurance. The choice of cover- 
age alone is a difficult matter, since so much 
is available. 

Fees and Overhead 

The doctor should realize that there is a 
proper fee for every service—neither the 
highest nor the lowest—which produces the 
greatest return. It is the fee which the ma- 
jority of patients pay willingly. It should 
be established for each individual physician. 
Fees should be consistent with each other, 
with the community, with the competition. 

Then there is the question of overhead. 
The doctor should know exactly what his 
overhead is. He should know whether it is 
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“in line.’”?’ Sometimes an increase in over- 
head produces a higher net income. The doc- 
tor should know that other enterprises could 
not stay in business without cost account- 
ing, and he too, without being elaborate, 
should have some breakdown of his costs. 


The control of overhead is a vital factor 
in increasing net income. Statistical studies 
made on hundreds of medical practices and 
kept up to date are available as a background 
of experience upon which to work. The in- 
dividual doctor can be told whether his 
overhead is too high or too low, based on his 
particular type of practice, the area in which 
he practices, whether he is practicing as an 
individual or as a member of a partnership 
or in a group. Where his overhead varies 
from the normal, the cause of the variation 
can often be pinpointed. 


Some general comments on overhead may 
be of interest. In general, the higher the 
volume, the lower the overhead, and vice 
versa. For example, in general practice 
(which is typical of the average of all prac- 
tices) the overhead may rise to 40 per cent 
with average volume. With high volume, it 
should not exceed 35 per cent. The overhead 
in surgical practice is considerably less than 
in medical practice, partly because the vol- 
ume is greater and the fees higher, partly 
because the surgeon requires less (and less 
costly) equipment. 


In analyzing overhead, it must be remem- 
bered that attention must be given to any 
one item which is out of proportion to the 
others. If all items seem to be high, the in- 
ference is that the volume is too low. Yet it 
is often true that the doctor with a low 
volume is extremely busy. The answer may 
be that he is wasting his time. Or it may be 
that his fees are too low and he is working 
a full day for a half day’s pay. And if his 
collection percentage is not in the middle 
nineties, he needs some help. 


In a typical practice, rent may be expected 
to consume 4 or 5 per cent of the gross re- 
ceipts. If the doctor is spending more than 
8 per cent on rent, he is probably spending 
too much. Salaries to office help might run 
around 12 per cent of the gross, less in some 
practices. If salaries get above 15 per cent, 
a review is in order. Variation in rates of 
pay will not usually account for differences 
of this magnitude: the key usually is the 
number employed. 
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Management of Net Income 

A “typical” doctor will spend up to 50 
per cent of his net income (professional 
gross less overhead) for his personal living 
expenses, He will need probably 10 per cent 
more for life insurance. Uncle Sam will 
want 25 per cent or more. The physician 
is going to be fortunate if he can set aside 
15 per cent for the rainy day. 


Then there is the extreme importance of 
good business management in the home, in 
the investment of surplus, in the planning 
of the doctor’s estate. This is, in brief, the 
management of the “take-home pay.” The 
doctor and his family should know what 
they are doing, and know whether it is good 
or bad in comparison with other experience. 
The doctor should use good counsel in regard 
to insurance, investment, banking, and taxes. 


Conclusion 

Good management of the business side of 
medicine is more than a necessary evil. It 
can be an instrument for good. It can help 
provide better medical care for more people 
at a fair price. It can provide the physician 
with more time for the amenities of living. 
It can provide the physician with more net 
income. It can free him from much of the 
worry which inevitably is present when he 
is “navigating by the seat of his pants.” 
And, utilized fully, good practice manage- 
ment can reduce the too-high number of 
young medical widows. 


1955 Radio Health Shows Announced 

Doctors of America again will plug better health 
on the air waves as the A.M.A.’s Bureau of Health 
Education announces its 1955 radio transcription 
plans. Three new program series will be developed 
for use of state and county medical societies over 
local radio stations. 

With the cooperation of the Rocky Mountain Ra- 
dio Council, A.M.A. will make available about April 
15 a special series of 13 medical “whodunits” en- 
titled, “Dr. Tim Detective.” This series tells the 
story of two youngsters who help the doctor solve 
interesting and mysterious medical cases. For ex- 
ample, one involves a criminal who betrays himself 
because of what he does not know about diabetes. 

Another series to be released. about June 15 will 
be based on A.M.A.’s week-day Chicago television 
program, “The Doctor Answers.” Tapes will be 
made of 13 of these shows in which Elizabeth Hart 
(WBKB-TV women’s commentator) asks pertinent 
health questions of Bureau staff doctors W. W. 
Bauer (director) and W. W. Bolton. 

The final series—dealing with new developments 
in various medical specialties — will be completed 
about September 15. Top-flight authorities in such 
fields as geriatrics, mental health, cancer, polio, 
arthritis, and obstetrics will be featured. 

Further details will be announced later, 


{ 
} 
| 
ae 
: 
3 
: 
: 


4 


February, 1955 


North Carolina Medical Journal 


Owned and published by 
The Medical Society of the State of North Carolina, 
under the direction of its Editorial Board. 


EDITORIAL BOARD 
Wingate M. Johnson, M.D., Winston-Salem 


ditor 

Miss Louise MacMillan, Winston-Salem 

Assistant Editor 
Mr. James T. Barnes, Raleigh 

Business Manager 
Ernest W. Furgurson, M.D., Plymouth 
John Borden Graham, M.D., Chapel Hill 
G. Westbrook Murphy, M.D., Asheville 
William M. Nicholson, M.D., Durham 
Robert W. Prichard, M.D., Winston-Salem 
Hubert A. Royster, M.D., Raleigh 


Address manuscripts and communications regarding 
editorial matter to the 
NORTH CAROLINA MEDICAL JOURNAL 
300 South Hawthorne Road, Winston-Salem 7, N. C. 
Questions relating to subscription rates, advertising, 
etc., should be addressed to the Business Manager, 


203 Capital Club Building, Raleigh, N. C. 


All advertisements are accepted subject to the ap- 
proval of the Council on Pharmacy and Chemistry 
of the American Medical Association. 


Annual subscription, $3.00 Single copies, 50¢ 
Publication office: Carmichael Printing Co., 118 


West Third Street, Winston-Salem 1, N. C. 


“The prime object of the medical profession is to render 
service to humanity; reward or financial gain is a subordinate 
consideration. Whoever chooses this profession assumes the 
obligation to conduct himself in accord with its ideals.”—Prin- 
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WUNC-TV, CHANNEL 4 


An article in the New York Times Maga- 
zine for December 19 by Dr. Constance War- 
ren bore the significant title: “TV Can Solve 
Our Educational Problem.” Dr. Warren, a 
former president of Sarah Lawrence Col- 
lege, is a member of the Advisory Council of 
the National Citizens Committee for Edu- 
cational Television; hence she can speak 
with authority. In her opening paragraph 
she pointed out that Johann Gutenberg did 
not know, when he invented movable type, 
that he had laid the basis for modern edu- 
cation. By analogy, the men who made pos- 
sible television, without knowing it may have 
found a solution for the problem of higher 
education for future generations. According 
to Dr. Warren, it is a too-conservative esti- 
mate that by 1970 there will be a 100 per 
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cent increase in the present demand for col- 
lege education. To meet the demand by doub- 
ling college buildings and equipment would 
cost at least 12 billion dollars, and the prob- 
lem would be still further complicated by the 
need for teachers, 

The answer, Dr. Warren said, “is not more 
halls covered with ivy, but TV sets—both on 
and off the campus.” She thinks that this 
solution would also remove the necessity of 
compressing a higher education into certain 
time limits. “We have been given time to 
eradicate the ills of the insufficiency of time. 
With the added advantage of time as a fac- 
tor it will be possible to adapt a curriculum 
to the leisurely pace of a man’s life span.” 

The student could continue to study al) 
his life, and the true student will continue 
to do so without urging. The wide applica- 
tion of television as an educational medium 
should stimulate many to respond to Osler’s 
dictum: “The hardest conviction to get into 
the mind of a beginner is that the education 
upon which he is engaged is not a college 
course, not a medical course, but a life 
course, for which the work of a few years 
under teachers is but a preparation.” 

It should be a source of pride to all North 
Carolinians, whether or not they are alumni 
of the Greater University, to know that on 
January 9—only three weeks after the pub- 
lication of Dr. Warren’s article—the Greater 
University formally opened its educational 
television network over Channel 4—the first 
educational TV network in the United 
States. The Warren article pointed out that, 
of 252 channels being reserved for educa- 
tional purposes, only eight were then being 
used for TV educational stations. The fact 
that the WUNC operates from three stations 
—Chapel Hill, Raleigh and Greensboro— 
makes valid the claim that it is the first net- 
work in the country devoted strictly to edu- 
cational purposes. Many of those who have 
listened to some of the programs have com- 
mented on their excellent quality, and on the 
refreshing absence of commercial announce- 
ments. 

It may be recalled, also with pride, that 
the University of North Carolina was a pi- 
oneer in another educational venture many 
years ago. In the mid-twenties certain mem- 
bers of its faculty conceived and put into 
action the policy of carrying medical educa- 
tion to practitioners, who came together at 
convenient centers for a combined lecture 
and clinical demonstration program. These 
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courses were given by bright young medical 
teachers who covered the territory assigned 
them in circuit-rider fashion, speaking to a 
different group every day in the week. This 
pattern was copied widely throughout the 
country. 

All loyal citizens of North Carolina have 
a right to feel proud of WUNC, Channel 4, 
and to wish for it the greatest possible suc- 
cess. The effort should be reflected in a con- 
tinually rising level of education in our fu- 
ture citizens. 

* 
THE OPTOMETRY EXECUTIVE 
COUNCIL APOLOGIZES 

Human nature is so constituted that it is 
hard for the average man to admit a mis- 
take, and still harder to apologize for one. 
It often requires more courage to offer an 
apology than an insult. 

This bit of philosophy was stimulated by 
a marked copy of the American Journal of 
Optometry and Archives of American Acad- 
emy of Optometry which recently came to 
the editorial office of the NORTH CAROLINA 
MEDICAL JOURNAL with a marked editorial. 
This particular editorial was a handsome 
apology by the Executive Council of the 
Academy of Optometry for an unsigned edi- 
torial in the Southern Optometrist for No- 
vember, 1954, criticizing severely an article 
written by the distinguished ophthalomolo- 
gist, Dr. William Benedict, of Rochester, 
Minnesota, as one of a series for lay readers 
sponsored by the American Medical Associ- 
ation in This Week. The editorial stated: 

The Executive Council of the Academy 
finds that the article in question is unbi- 
ased and fair, and that it is informative 
to lay readers and further feels that it 
will serve the purpose for which it was 
written—that of conserving vision. 

The Executive Council of the American 
Academy of Optometry wishes to go on 
record as disapproving the unsigned edi- 
torial No Friend of Optometry in the 
SOUTHERN OPTOMETRIST and expresses to 
Dr. Benedict and to all ophthalmologists 
our apologies and regrets that such an at- 
tack could have appeared in a publication 
professing to serve optometry. 

This JOURNAL is pleased to call attention 
to such a generous tribute to a medical man, 
and incidentally to note that a North Caro- 
linian—Dr. John D. Perry, Jr. of Winston- 
Salem—was elected president of the Ameri- 
can Academy of Optometry. 
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DR. ROY NORTON HONORED 

At the annual meeting of the Association 
of State and Territorial Health Officers held 
in Washington, December 6-10, our own Dr. 
J. W. Roy Norton was elected president. 
This announcement comes as no surprise to 
his many friends, for Dr. Norton has done 
a splendid job as State Health Officer since 
he succeeded Dr. Carl Reynolds in 1948. 

This JOURNAL, on behalf of the doctors in 
North Carolina, extends heartiest congratu- 
lations to Dr. Norton on this well deserved 


recognition. 
* * 


LOWEST DEATH RATE— 
HIGHEST NUMBER OF BIRTHS 

While statistics are proverbially dull read- 
ing, a news release from the United States 
Public Health Service for December 29 
should interest almost everyone. Surgeon 
General Leonard A. Scheele predicts, on the 
basis of vital statistics reports for the first 
ten months, that we may expect for 1954 the 
lowest death rate and the largest unmber of 

births in the history of our country. 
The death rate is expected to be 9.2 per 


.1000—a substantial drop from the rate of 


9.6-9.7 reported over the past five years. For 
the first time in its history, more than 4 mil- 
lion births will be reported for the United 
States. 

Another cause for optimism is that di- 
vorces in the first nine months of 1954 were 
4 per cent less than in 1953, and 40 per cent 
less than the 1946 peak. It is to be hoped that 
this decline in divorces will continue, so that 
fewer children will have to be reared in 


broken homes. 
* 


DUKE HOSPITAL ADMISSIONS PASS 
THE HALF-MILLION MARK 

When the teaching hospital of the Duke 
University School of Medicine opened its 
doors on July 21, 1930, 17 patients were ad- 
mitted. In the 24 years since then, the Duke 
medical center has steadily grown in wis- 
dom and in stature. It was appropriate that 
the five hundred thousandth patient was ad- 
mitted shortly before Thanksgiving Day. 
The steady increase in outpatient visits, both 
to the public and to the private clinic, has 
kept pace with the increase in hospital ad- 
missions. This steady growth is a tribute to 
the good work done by the Duke medical fac- 
ulty and hospital staff. 
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Committees and Organizations 


ADVISORY COMMITTEE TO THE NORTH 
CAROLINA STATE BOARD OF 
PUBLIC WELFARE 


STERILIZATION— 
THE NORTH CAROLINA PROGRAM* 


What is sterilization? 

1. Is sterilization a method for preventing con- 
ception? 
Yes. It is an accepted method for those who 
need and desire a permanent rather than a tem- 
porary method for preventing conception. 
Does it involve surgical procedure? 
Yes. The prevention of conception is brought 
about by the doctor closing a small pair of tubes 
in either the man or the woman to prevent the 
meeting of the sperm and the ovum. 
Is it the same as castration? 
No. Castration involves the removal of the re- 
productive glands (the testicles in the male, 
the ovaries in the female). Castration may or 
may not have undesirable effects, depending on 
the age of the patient when the operation is 
performed. 
Sterilization does not involve the removal of 
glands or organs. Since no gland tissue is re- 
moved, it should not have any unfavorable effect 
on the individual’s sex life. 


How will sterilization affect the individual ? 


1. Is it a dangerous procedure? 
No. It is comparable to an operation for appen- 


dicitis. For a woman the usual procedure is to 

make a small abdominal incision so that the 

tubes may be cut and tied. 

For a man the procedure is to make a short 

incision on the side of the scrotum so that the 

spermatic cord can be cut and tied. The incision 

is made only through skin and is no more dan- 

gerous than any other small cut. 

Will it affect a man’s sexual characteristics? 

No. The normal sex urges and abilities are not 

affected. 

Will it affect a man’s general health? 

No. It will cause no change, good or bad. 

Will it produce symptoms of the menopause in 

a woman? 

No. Closing of the tubes does not affect hor- 

mone production, the decrease of which causes 

the menopause. 

Will it stop menstruation? 

No, The closing of the tubes will not disturb 

the hormone secretion of the glands. 

Will it affect a woman’s sex response? 

No. If the fear of pregnancy is removed, a 

woman’s sex response may be more normal. 

How long will a patient need for recuperation? 

A woman usually does not need more than a 

week, 

A man only about one or two days. 

Can a woman be sterilized at the time her baby 

is born? 
_*This paper has been prepared by the Eugenics Board of 
North Carolina for the purpose of answering questions most 
frequently asked about sterilization. These questions relate to 
the type of operation, its effects, for whom to recommend 
sterilization, and some of the procedures for working with the 
patients and their families. It is intended to help the persons 
administering the program to the extent that they will be able 
to give the people immediately concerned an understanding of 
what is involved in the sterilization process and an appreci- 
ation of its protection in appropriate situations. 

This information supplements rather than takes the place 

of the Manual of Policies and Procedures of the Eugenics 
Board. The latter should be followed for legal procedure. 
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Yes. It is a common procedure when steriliza- 
tion has been ordered to close the tubes within 
48 hours after the baby is born. 


Who may be sterilized under the provisions of the 
Eugenical Sterilization Law of North Carolina? 

1. The Eugenical Sterilization Law of North Caro- 
lina provides specifically for the sterilization 
of three types of cases upon authorization of 
the Eugenics Board. These are the “feeble- 
minded, epileptic and mentally diseased.” 

(a) Patients who have one of the three above 
diagnosis should be considered for steriliza- 
tion: 

(1) When it appears to be in the best in- 
terest of the mental, moral, or physi- 
cal condition of the patient. 

(2) When it appears to be for the public 
gocd that: such individual be sterilized. 
When such individual would be likely 
unless sterilized to procreate a child or 
children who would have a tendency to 
serious physical, mental or nervous dis- 
ease or deficiency. 

(4) When such individual would be unable 
to provide adequate guidance, care, and 
support for a child or children. 


The basis for sterilization as provided by the North 
Carolina law must be distinguished from the opera- 
tion that a physician may perform which is essen- 
tial to the health of his patient and results in ster- 
ilization for therapeutic reasons, 


How can sterilization be arranged under the Eu- 
genical Sterilization Law? 


1. How is a legal proceeding instituted? 
By filing a petition with the Eugenics Board. 
2. Who is responsible for filing a petition? 

(a) For the sterilization of individuals in State 
penal or charitable institutions, the execu- 
tive head of the institution is responsible 
for filing the petition. 

(1) The county superintendent of public 
welfare may act as petitioner for in- 
dividuals on parole from a state mental 
institution. 

(2) The county superintendent of public 

welfare may act as petitioner for an 
individual in an institution when au- 
thorized to do so by the head of the 
institution. (In such instances the re- 
quest should be made in writing by 
the head of the institution to the county 
superintendent of public welfare and a 
copy of the letter sent to the Execu- 
tive Secretary of the Eugenics Board. 
This procedure would be followed only 
when the institution does not have fa- 
cilities and does not have funds to pay 
the surgeon’s fee or for care in a pri- 
vate hospital.) 
For the sterilization of individuals in 
county institutions the executive head 
of the institution or the county super- 
intendent of public welfare is respon- 
sible for filing the petition. Usually the 
county superintendent of public welfare 
will be the petitioner since it will be 
necessary for his office to arrange for 
the medical care in cases where the 
individual or his family are unable to 
pay for the operation. 

(b) For the sterilization of the non-institutional 
individual, the county superintendent of 
public welfare is responsible for filing the 
petition. 


3 
A 
i i 
| 
4 
> 
ig? 


72 NORTH CAROLINA MEDICAL JOURNAL February, 1955 


8. On what is the petitioner’s decision, ie. the should be verified by the reports: of a psy- 


decision of the head of an institution or of the 
county superintendent of public welfare to re- 
quest sterilization, based? 
The petitioner should have a current social his- 
tory which includes social, mental, physical, 
and environmental information relating to the 
individual concerned. In considering these data 
the petitioner looks for factors that will reveal 
the individual’s fitness for parenthood. 

This history should give information such as: 

(a) Evidence that the individual is either “fee- 
bleminded, epileptic, or mentally diseased.” 
This requires a psychological examination 
which makes a finding of mental deficiency 
in the case of “feeblemindedness,” a report 
of a physical examination of a nature to 
determine the disease of “epilepsy,” or a 
report of a psychiatrist which gives a spe- 
cific diagnosis of mental illness in the case 
of “mental disease.” 

(b) A report of a physician based on a recent 
physical examination of the individual con- 
cerned which states the general health of 
the patient, calls attention to any compli- 
cations that might make the operation of 
sterilization inadvisable, and gives an opin- 
ion as to the possibility of reproduction on 
the part of the individual. 

(c) The ability to love, care for and support 
a child or children — personal characteris- 
tics, occupational interests, family and oth- 
er environmental influences presented in a 
way that will show the individual’s ability 
to use native capacity and to cope with 
whatever disabilities he may have. 

(d) The extent to which members of the indi- 
vidual’s family are suffering from mental 
deficiency, mental illness, epilepsy, and oth- 
er disabilities. 

(e) The result of a conference with the physi- 
cian who would be the one to sign the peti- 
tion, thereby recommending the operation 
of sterilization. 

Finally the record should give a summarized 

statement based on the findings of the study 

clarifying why this operation is thought to be 
for the best welfare of the individual and the 
family unit. 

The securing of proper consent is an important 

part of the decision to petition for sterilization. 

(a) The determination of the person’s eligibil- 
ity for sterilization precedes the signing of 
consent. 

(b) It is assumed that the individual’s imme- 
diate family or next of kin have taken part 
in the plan leading to the decision for ster- 
ilization. In this case they have had an op- 
portunity to develop confidence in the peti- 
tioner and physician and others working 
with them in this connection, This close 
working relationship has its value in pre- 
paring the relatives to accept the meaning 
of sterilization as it relates to the particu- 
lar situation. The signing of consent should 
be much easier under these circumstances. 

“4 pt 2 is required in the preparation of the peti- 

ion ? 

The actual preparation of the petition following 

the decision to present a petition, including the 

securing of consent, is a simple process pro- 
vided the essential information is available 
through the social history. The information 
pertinent to the decision to submit the petition 
should be summarized in Eugenics Form 7, Sup- 
plement to the Petition. The diagnosis of either 
“feebleminded, epilepsy, or mentally diseased” 


chologist, a physician who has made a specific 

examination to determine epilepsy, or a psy- 

chiatrist. 

The petition is signed by the petitioner and 

verified by his affidavit. 

The final action in executing the petition is 

taken by the physician as he makes the diag- 

nosis, recommendation, and signs the affidavit 
of physician. This action of the physician is 
based on actual knowledge of the case. 

5. What is the petitioner’s responsibility following 

the order of the Eugenics Board? 
It is the petitioner’s responsibility to arrange 
with the patient, the next of kin, and the sur- 
geon for the operation following the receipt of 
the order of the Board. 
This is the time when the individual and the 
family face the real test of their decision to go 
through with the operation. Certain reactions to 
the anticipated hospital experience are recog- 
nized as normal. The petitioner should be pre- 
pared to give help at this time and in doing so 
strive to help the patient distinguish the normal 
reactions from unrealistic fears and supersti- 
tions. If the team composed of the petitioner, 
the patient and family, and the physician con- 
tinue to work together, this process will be less 
complicated. 

The petitioner signs the order of the Eugenics 

Board and gives it to the surgeon who is to 

perform the operation. 

The petitioner makes sure that the surgeon 

understands the type of operation that is au- 

thorized by the Board. 

The petitioner reminds the surgeon of his re- 

sponsibility for signing the order and returning 

it to the Eugenics Board following the opera- 
tion. 

6. What is the role of the petitioner following 
sterilization ? 

1. The petitioner sees that service is continued 
in keeping with the individual’s needs, Some 
people will be able through the help of the 
family or friends to make satisfactory ar- 
rangements for themselves. Others will con- 
tinue to need help through the welfare de- 
partment, 

2. Children of the individual sterilized should 
be given consideration according to their 
individual needs. This would include medical 
and psychological examinations as indicated. 


NORTH CAROLINA MEDICAL CARE 
COMMISSION 


Summary of the Construction Program of the 
Medical Care Commission and Future Needs 


of North Carolina 


The North Carolina Medical Care Commission be- 
gan surveys July 1, 1945, to ascertain the need of 
medical and hospital facilities in North Carolina. 
However, funds for hospital construction and most 
other activities, from state and federal govern- 
ments, did not become available until July 1, 1947. 
The Commission’s over-all activities for the succeed- 
ing seven years to June 30, 1954, have involved the 
encumbrance of more than $80 million. The Com- 
mission’s expenditures for the administration of 
this program have averaged less than one per cent 
of the encumbered funds. 

The Commission, since July 1, 1947, has spon- 
sored 192 construction projects, of which 89 were 
local general hospitals—43 new hospitals and 46 
additions to existing hospitals, 37 nurses’ residences 
to serve hospitals, and 57 health centers to provide 
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EXHIBIT A 


Table 1 


Seven Years of Hospital Construction Under 
North Carolina Medical Care Commission’s 
Program to June 30, 1954 


COMPLETED 
Beds Costs* 


PROJECTS 


Number Number Beds 


Local General 

Hospitals 68 3,817 $511/16 
Local Nurses’ 
Residences 34 
State-Owned 
Hospitals 8 
County-Owned 
Health Centers 41 


6 2/5 1 
31/2 


21/2 10 


UNDER 
CONSTRUCTION 


8 414 $51/3 13 


IN PLANNING 
STAGES 
Number Beds 


444 $61/2 89 


TOTAI 
Number 


4,675 $63 


Costs* Costs* Costs* 


1/16 2 1/3 37 63/4 


1 100 1/3 9 ‘ 4 


1/2 6 2/5 57 3 3/8 


TOTAL 151 4,444 $631/2— 


19 414 $6 22 


544 $71/2 192 5,402 $77 


*Cost shown in millions of dollars. Cost for projects in planning stages based on estimates. 


quarters for the activities of county health depart- 
ments. The 89 hospitals are serving or will serve 
local or county communities, and they have provided 
or will provide 4,675 new patient beds. The 37 
nurses’ residences have provided or will provide 1,961 
new beds for nurses. Nine of the 192 projects are 
State-owned hospital facilities. They will provide 
a total of 727 new beds for patients. In all, 5,402 
new patient beds have been provided or contracted 
for. 

Of the 43 new local general hospital projects aid- 
ed by the Commission, 25 have 50 beds or more. 
These 25 hospitals have one or more rooms equipped 
for the isolation of patients having infectious dis- 
eases, and of these, 18 have been further designed 
to permit the temporary care of psychiatric pa- 
tients. Several of the 46 additions to existing hos- 
pitals already had rooms in which to care tempor- 
arily for psychiatric patients. Such facilities are 
needed because where not available it has often 
been necessary to confine mental patients in jails 
pending the completion of arrangements for their 
admission to State hospitals. 


The 192 construction projects approved by the 
Commission during seven years to June 30, 1954, 
have required the encumbrance of approximately 
$77 million, of which the United States Government 
supplied about $27 million, the State $15 million, 
and the local authorities $35 million. The construc- 
tion and equipment of hospital and health center 
projects has been the Commission’s major activity. 


The present status of Commission-sponsored con- 
struction projects and their costs may be found on 
the following page in a Table designated as Exhibit 
A. 


The Legislatures of 1949 and 1951 appropriated 
directly to the State agencies involved the funds to 
cover the cost of State-owned hospital construction. 
These funds provided new or enlarged facilities for 
the care of mental, tubercular, crippled, and spastic 
patients as well as for the Medical Center buildings 
on the campus of the University of North Carolina. 
The Medical Center includes a 400-bed Teaching 
Hospital, a four-year School of Medicine, a School 
of Dentistry, a School of Pharmacy, a School of 


Nursing, a School of Public Health, a Psychiatric 
Hospital wing of 75 beds, and a 100-bed Tubercu- 


losis Hospital. The Commission in 1951 did supply 
$500,000 of federal funds toward the cost of the 
100-bed Tuberculosis Hospital and is also making 
available at this time $170,000 in federal funds 
toward the construction cost of a 100-bed addition 
to the Dobbin Infirmary, State Hospital, Raleigh. 


Only fifteen counties in the state are now without 
hospital facilities. The majority of them are small 
and sparsely settled and their total population con- 
stitutes less than five per cent of the state’s popu- 
lation. The people of these counties need hospital 
facilities but most of them could not independently 
finance the operating cost of hospitals. To avail 
themselves of hospital services four of the fifteen 
counties—Graham, Clay, Madison, and Northamp- 
ton—united to form hospital districts. In some cases, 
the other eleven counties without facilities might 
obtain hospital services through the formation of 
districts. Eight of the fifteen counties without hos- 
pitals have health centers and another one has a 
health center project approved and in the planning 
stages. 


At present, the greatest need for hospital con- 
struction in North Carolina exists in some of the 
large and populous counties. In several of these 
counties there are a number of urban communities 
in which the hospital facilities are inadequate in 
size and the buildings are obsolete and should be 
replaced. In a few counties there are privately own- 
ed hospitals that are not eligible for Commission 
aid toward replacement or additions. 

The towns of Washington, Wilson, Raleigh, Eliza- 
beth City, Wilmington, as examples, have old facili- 
ties, some of which should be modernized, or re- 
placed and larger facilities provided. Several old 
hospitals barely meet the sanitary requirements of 
the State Health Department, or provide the degree 
of protection against fire required by the Building 
Code of the State Insurance Department. In Wake 
County, having a population of 137,000, and in which 
Raleigh is located, no new local general hospital 
beds have been provided in many years. The need 
for new and larger facilities is urgent. No new or 
enlarged facilities have been provided for Negro 
patients in Mecklenburg County in which Charlotte 
is located. Several of the new local general hospital 
projects the Commission has aided are inadequate to 
meet the present need for patient beds. The failure 
to construct hospitals of adequate size has been due 
usually to a shortage of funds. The owners of some 
of these hospitals are raising additional funds and 
have applied to the Commission for aid for addi- 
tional construction. 

There are in the state a large number of small 


and sparsely populated communities that are un- 
able independently to support hospitals; yet they 
are in need of medical services and clinic facilities. 
Some hospital authorities advocate the operation of 
diagnostic and treatment clinics for ambulatory pa- 
tients to serve such communities. Where practi- 
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cable, they should be established as outposts of 
well staffed and equipped hospitals. 

The Commission, at the beginning of its construc- 
tion program in 1946, made the county the hospital 
area throughout the State. The new hospitals have 
been located usually at the county seat or at the 
principal trading center. The construction of auxil- 
iary hospitals in the county or clinics for out-patient 
services has not been included as a part of the 
Commission’s construction program. However, Con- 
gress in 1954 authorized aid toward the construc- 
tion of diagnostic and treatment clinics for ambu- 
latory patients, 

Under the original Hill-Burton program and the 
new 1954 additions, the following categories of 
medical and hospital facilities are now eligible for 
Commission aid toward the cost of construction and 
equipment: 

(1) 

(2) 


(3) 


Local general hospitals. 

Nurses’ residences to serve local general hos- 
pitals. 

Health centers to house county health de- 
partments. 

Diagnostic and treatment centers for the diag- 
nosis or treatment, or both, of ambulatory 
patients. 

Chronic diseases hospitals. 

Nursing homes under the supervision of phy- 
sicians to care for patients who require medi- 
cal and/or nursing care. The term excludes 
institutions the primary purpose of which is 
to provide domiciliary care. 

(7) Rehabilitation centers for the rehabilitation 
of disabled persons. 


While applications for financial aid toward the 
cost of constructing and equipping the seven cate- 
gories of facilities may now be submitted to the 
Commission, applications for those facilities listed 
in items (4) through (7) cannot be processed im- 
mediately pending the completion of a survey of 
the needs of facilities in these fields. Tuberculosis 
and mental hospital facilities are eligible for aid 
under the Hill-Burton program; however, the needs 
for these facilities under federal standards have 
been satisfied. 


The Federal share of the cost of constructing and 
equipping eligible facilities has been set at 50 per 
cent, The local share of the cost which has been based 
in the past on a sliding scale will depend in the 
future upon the availability of state funds. 


In review, it may be said that, although gratify- 
ing progress has been made in North Carolina in 
meeting the need for medical and hospital facilities, 
a large part of the need has not been met. Accord- 
ingly, a substantial need for more medical facilities 
and better hospitals will continue for many years. 


Put A.M.E.F. Over the Top 


Now is the time for all good doctors to come to 
the aid of their medical schools. Give generously to 
help the American Medical Education Foundation 
reach its 1955 goal of two million dollars for our 
nation’s medical schools. Final count on the 1954 
A.M.E.F. fund-raising drive totaled $1,182,627.08 
from 22,996 individual contributors. This represents 
contributions from 11.22 per cent of the medical 
— as compared with only 8.89 per cent in 


This year the Foundation plans to step up its 
national direct mail campaign as well as to encour- 
age more personal solicitations from state and 
county A.M.E.F, committees. 
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COMING MEETINGS 


University of North Carolina School of Medicine, 
Postgraduate Medical Courses: 
Statesville — February 22, March 1, 15, 
April 5 

Albemarle — February 23, March 2, 16, 23, 30, 
April 6 

Shelby—April 6, 20, 27, May 11, 18, 25 

Chapel Hill—Third Annual Postgraduate Course 
in General Medicine and Surgery, March 8, 9, 
10 

Chapel Hill—Postgraduate Course in Diagnostic 
Methods and Aids, February 16, 23, March 2, 
9, 16, 23, 30, April 6 

Chapel Hill—Clinical Seminars in Ophthalmology, 

the last Saturday in each month. 

Fourth Annual Cancer Symposium Sponsored by 
the Forsyth County Medical Society—Robert E. Lee 
Hotel, March 10. 

North Carolina Rural Health Conference: Eastern 
Conference—East Carolina Teachers College, Green- 
ville, March 17; Western Conference—George Van- 
derbilt Hotel, Asheville, March 24. 

Greensboro Academy of Medicine, Eighth Annual 
Medical Symposium — Jefferson Country Club, 
Greensboro, March 24. 

Southeastern Allergy Association—Orlando, Flor- 
ida, March 25-26. 

American College of Surgeons, Sectional Meeting 
—Nashville, Tennessee, April 4-6 

Twenty-eighth Annual Spring Congress of Oph- 
thalmology and Otolaryngelogy—Gill Memorial Eye, 
Ear, Nose, and Throat Hospital, Roanoke, Virginia, 
April 4-9. 

American College of Chest Physicians, Council on 
Postgraduate Medical Education, and the Laennec 
Society of Philadelphia, Postgraduate Course on 
Diseases of the Chest — Bellevue Stratford Hotel, 
Philadelphia, March 7-11. 


22, 29, 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


The Inpatient Service of the Department of Psy- 
chiatry moved into two 18-bed wards in the new 
psychiatric wing of the North Carolina Memorial 
Hospital on Monday, January 10. Facilities are 
available for diagnosis and therapy of all forms of 
emotional disorders in adults. Plans are for activa- 
tion of two additional wards later in the year as 
staff permits. 

The Psychiatric Outpatient Center of the North 
Carolina Memorial Hospital moved into the new 
South Wing on December 30, 1954. The Clinic occu- 
pies an entire floor, and the lay-out comfortahly 
accommodates the various functions. The furnishings 
and decorations were designed to be functionally 
satisfactory as well as pleasantly comfortable for 
the patients. 

The Psychiatric Outpatient Center offers diag- 
nostic, treatment, and consultation services for chil- 
dren and adults. It is staffed by psychiatrists, psy- 
chologists, and psychiatric social workers. One psy- 
chiatrist devotes himself to working with children, 
and a child psychiatric section is being organized. 
Primarily established to serve in-state patients, the 
Clinic serves out-of-state patients when suitable 
arrangements can be made. Clinic fees are adjusted 
to the patient’s income according to a sliding scale. 
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Patients may be referred by their physician or a 
social agency. Appointments should be obtained from 


the director, 


Dr. John Caffey was guest lecturer at the Medical 
School on January 18 and 19, when he spoke at 
both afternoon and evening meetings. Dr. Caffey is 
professor of radiology in the College of Physicians 
and Surgeons, Columbia University, and radiologist 
and attending pediatrician to the Babies Hospital 


and Vanderbilt Clinic, New York, 


Dr. Edward C. Curnen, professor and head of 
the Department of Pediatrics, attended a confer- 
ence on “Biology of Poliomyelitis” in New York 
City on January 20 and 21. This conference was 


sponsored by the New York Academy of Sciences. 
ak * 


Dr. Robert A. Ross, professor and head of the 
Department of Obstetrics and Gynecology, and 
Dr, Charles E, Flowers, Jr., associate professor of 
obstetrics and gynecology, participated in the pro- 
gram of combined meeting of American Congress 
of Obstetrics and Gynecology and American Asso- 
ciation of Obstetricians and Gynecologists in Chi- 
cago. The meeting was held December 13-18, 

* * 


Dr. W. P. Richardson, assistant dean for Con- 
tinuation Education, announced the corrected sched- 
ule for postgraduate medical courses in 1955, which 
appears in this issue under “Coming Meetings.” 

a * 

The third annual three-day postgraduate course 
in general medicine and surgery has been announced 
by the Office of Continuation Education for Tues- 
day, Wednesday and Thursday, March 8, 9, 10, at 
North Carolina Memorial Hospital. It is planned 
that one full day will be devoted to the comprehen- 
sive coverage of one topic. One day will be devoted 
to gastrointestinal diseases; another day to gyne- 
ecologic problems, including psychiatric aspects of 
the menopause, sterility, and dysmenorrhea; and 
the third day to pulmonary diseases. 


The following weekly postgraduate course for the 
general practitioner on Diagnostic Methods and Aids 
sponsored by the U.N.C. School of Medicine will 
meet at North Carolina Memorial Hospital for one 
and one-half hours on Wednesiay afternoons as 
follows: 

February 16 and February 23, 2:20 p.m. 

The X-ray Interpretation of the Chest—Normal 
and Abnormal—Charles A. Bream, M.D., Associate 
Professor of Radiology, and William H. Sprunt, III, 
M.D., Assistant grees of Radiology. 

March 2, 2:20 p 

Methods of Wrateating the Blood — Jeffress G. 
Palmer, M.D., Assistant Professor of Medicine. 
March 9, 2:20 p.m. 

Newer Concepts of Treatment and Diagnosis in 
Gynecology—Eleanor Easley, M.D., Clinical Instruc- 
tor in Obstetrics and Gynecology. 

March 16, 2:20 p.m. 

Diagnosis Tests in Infectious Diseases—William 
J. Cromartie, M.D., Associate Professor of Bacteri- 
ology and Medicine; George P. Manire, Ph.D., Associ- 
ate Professor of Bacteriology; William R. Straughn, 
Jr., M.S., Assistant Professor of Bacteriology; An- 
nie V. Scott, M.D., Visiting Professor, Department 
of Pediatrics. 

March 23, 2:20 p.m. 

Biopsy in the Office of the General Practitioner— 
Margaret Swanton, M.D., Assistant Professor of 
Pathology, and Warner L. Wells, M.D., Assistant 
Professor of Surgery. 
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March 30, 2:20 p.m. 

Diagnosis of Thyroid Function—Charles H. Burn- 
ett, M.D., Professor and Head of Department of 
Medicine. 

April 6, 2:20 p.m. 

Round table discussion—a panel of faculty mem- 
bers will answer questions of the audience. This 
program is designed especially to provide an oppor- 
tunity for physicians to ask questions in the broad 
area of diagnostic methods and tests which have 
not been covered previously. The panel will cover 
the major diagnostic areas. 

Participants are cordially invited to attend the 
Combined Staff Conference which meets in_ the 
Clinic Auditorium at 4:00 p.m., immediately follow- 
ing these sessions, 

Meetings will be held in the Clinic Auditorium, 
4th Floor Clinic Building. 

* * 

Ophthalmologists of the state have been invited 
to attend a series of clinical seminars in ophthal- 
mology to be held at 10:00 a.m. on the last Saturday 
of each month. The series got under way Saturday, 
January 29, The sessions are co-sponsored by the 
Division of Ophthalmology of the Department of 
Surgery and the Office of Continuation Education, 
The sessions are planned to be informal meetings. 
Unusual or otherwise interesting cases will be pre- 
sented, with ample time for personal examination 
of the patient by each of the physicians present. 
The meetings will adjourn between 12:00 and 1:00 
p.m. 


* * 


The National Foundation for Infantile Paralysis 
has made a three-year grant of $97,963 to the Uni- 
versity of North Carolina School of Medicine for 
the development of a comprehensive program of 
teaching the concept and basic techniques of total 
patient care and rehabilitation to undergraduate 
and graduate medical students and associate medical 
personnel. Under the grant the University will de- 
velop a teaching and service program in total re- 
habilitation, and will offer educational and consul- 
tation services to community hospitals throughout 
North Carolina, strengthening rehabilitation serv- 
ices available to handicapped residents of the whole 
state. 


The grant will provide for employment of a 
medical director, an occupational therapist, a super- 
vising nurse, and a medical social worker in the 
rehabilitation program. The University of North 
Carolina is one of 12 United States medical schools 
to which the National Foundation has made such 
grants since 1953. 

* 


Mr. S. B. Joyner, a senior medical student at 
University of North Carolina School of Medicine, 
presented a paper at a meeting of the Southern 
Society for Clinical Research January 29 at New 
Orleans. The paper entitled “An Analysis of the 
Chemical Events and Their Interrelationships with 
Alterations in the ECG during Respiratory Acidosis 
and Alkalosis” presents the results of research 
studies made by Mr. Joyner, together with Drs. Da- 
vid A. Davis, D. T. Young, Ernest Craige and L. G. 
Welt. 


* * * 


A paper entitled “A Study of the Osmometric 
Behavior of the Human Red Blood Cell” was pre- 
sented at the January 29 meeting of the Southern 
Section of the American Federation for Clinical Re- 
search in New Orleans. This investigation was car- 
ried out by Drs. C. C. Fordham, III, T. F. Williams, 
W. Hollander, Jr., and L. G. Welt. The paper was 
presented by Dr. Fordham. 


a 
q - 

q 

i 
Be. 

4 

: 

— 
: 

ge 

ii 


76 NORTH CARCLINA MEDICAL JOURNAL 


NEWs NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


The Association of University Anesthetists met at 
Duke University, January 22-23, with some 50 of 
the nation’s leaders in the field of anesthesiology 
in attendance. Participants in the scientific program 
included the following Duke professors: Dr. Will 
C. Sealy, Dr. Glenn Young, Dr. Byron Bloor, Dr. 
John B. Hickam, and Dr, Joseph E. Markee. 


Dr. Emanuel M. Papper of Columbia is president 
of the Association, and Dr, Faulconer is president- 
elect. Other officers include Dr. Austin Lamont, 
University of Pennsylvania, secretary; Dr. Ecken- 
hoff, treasurer; and three councilmen-at-large: Dr. 
Van Bergen; Dr. Stuart Cullen, Iowa State Univer- 
sity; and Dr. C. Ronald Stephen, of Duke. 


Dr. Stephen, chief of Duke’s Division of Anes- 
thesiology, was host to the meeting. 
ok * 


The Raymond C. Henyan Fellowship at Duke 
University School of Medicine has just been renewed 
for 1955, it was learned here recently. The Henyan 
Fellowship is an important part of a large research 
project in neurosurgery at Duke, under the direc- 
tion of Dr. Barnes Woodhall. 

* 


“Our Aging Population” was the subject of Duke 
University’s Medical Town Hall held on January 30. 


Special guest on the program was Miss Hattie S. 
Parrott of Raleigh, a well known figure in North 
Carolina education for more than 50 years. Other 
participants were Dr. Ewald Busse, Dr. Robert 
Barnes, and Miss Frances Jeffers, of the Duke De- 


partment of Psychiatry; Dr. Weston LaBarre, Duke 


anthropologist; and Dr. E. E. Menefee, chest spe- 
cialist at Duke Hospital. 


Miss Ann M. Jacobansky, former director of un- 
dergraduate nursing instruction, has been named 
dean of the Duke University School of Nursing, 
Dean W. C. Davison of the Duke Medical School 
announced recently. 

Miss Jacobansky succeeds Dean Florence K. Wil- 
son, who retired last November after serving eight 
years as dean. 


SEMINAR IN INDUSTRIAL HEALTH 


Physicians and industrialists from North Caro- 
lina and neighboring states gathered at the Uni- 
versity of North Carolina on January 13-16 for a 
seminar in industrial health, 


The seminar was sponsored jointly by the Uni- 
versity School of Medicine, the Occupational Health 
Committee of the State Medical Society, and the 
Liberty Mutual Insurance Company. Financial as- 
sistance to the seminar was also given by the North 
Carolina Medical Foundation. 


University faculty members who served on the 
staff are Dr. W. P. Richardson, Dr. A. T. Miller, Dr. 
R. Beverly Raney, Dr. A. Price Heusner, Dr. Deb- 
orah C. Leary, Dr. Kerr L. White, and Dr. Hubert 
C. Patterson, all of the Medical School; and Profes- 
sor M. 8S. Breckenridge, School of Law. 


Charles Warren, director of Vocation Rehabili- 
tation, North Carolina Department of Public In- 
struction, lectured on rehabilitation in industry at 
the Friday session, and a panel discussion on medi- 
cal and health problems in industry closed the 
meeting. 
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GREENSBORO ACADEMY OF MEDICINE 


The Greensboro Academy of Medicine will hold 
its eighth annual medical symposium on Thursday, 
March 24, at the Jefferson Country Club. Registra- 
tion will begin at 9:30 a.m.; lunch will be at 12:30 
p.m. and dinner at 6:30 p.m. 


EDGECOMBE-NASH MEDICAL SOCIETY 


The regular monthly meeting of the Edgecombe- 
Nash Medical Society was held in Rocky Mount on 
Wednesday, January 12. Dr. J. H. Frierson, Jr., was 
in charge of the program. 

New officers of the Society are Drs. H. O. Pear- 
son, president; John Chambliss, first vice president; 
H. S. Hussey, Jr., second vice president; J. C. Brant- 
ley, Jr., secretary-treasurer; and W. K. McDowell, 
editor of the Bulletin. 


GILL REFRESHER COURSE IN 
OPHTHALMOLOGY 


The Gill refresher course in ophthalmology and 
otolaryngology is scheduled to be held in Roanoke, 
Virginia, April 4-9. This will constitute the twenty- 
eighth annual Spring Congress in Ophthalmology 
and Otolaryngology conducted at the Gill Memorial 
Eye, Ear and Throat Hospital since it was organized 
in March, 1927. Those interested in this postgradu- 
ate program may write to Dr. H. L. Bell, the Gill 
Memorial Eye, Ear, Nose and Throat Hospital, 
Roanoke, Virginia. 


SOUTHEASTERN ALLERGY ASSOCIATION 


The Southeastern Allergy Association will meet 
in Orlando, Florida, on March 25-26. A program 
based on the theme, “Allergy and Its Relation to 
Industrial Medicine,” has been arranged. Physicians 
having papers they wish to present should write 
Dr. Ben Miller, 1433 Gregg Street, Columbia, South 
Carolina, without delay. 


AMERICAN HEARING SOCIETY 


The American Hearing Society announces March 
1 as opening date for competition for the 1955 Ken- 
field Memorial Scholarship, an award made annually 
to a prospective teacher of lipreading. Application 
blanks may be obtained by writing to the society’s 
national headquarters, 817-14 Street, N.W., Wash- 
ington 5, D. C. 

Deadline for returning completed applications is 
May 1. They are to be mailed to Mrs. Dorothy J. 
Cornett, 4310 S.W. 14th St., Coral Gables 34, Flor- 
ida. Mrs. Cornett is chairman of the American Hear- 
ing Society’s Teachers Committee. 


INTERNATIONAL COLLEGE OF SURGEONS 


The International College of Surgeons offers to 
one young surgeon a one-year, $3,000 non-travel 
scholarship abroad in a teaching center in Europe 
or South America. One may address Scholarship 
Committee ICS, 1516 Lake Shore Drive, Chicago 
10, Illinois. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 


The following have been elected as the 1955 Miss- 
issippi Valley Medical Society officers: president- 
elect, Dr. Frank R. Peterson, Cedar Rapids, Iowa, 
formerly professor and head of the Department of 
Surgery, State University of Iowa; first vice presi- 
dent, Joseph C. Edwards, St. Louis, instructor in 
clinical medicine, Washington University; second 
vice president, Dr. Arkell M. Vaughn, Chicago, pro- 
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fessor of clinical surgery, Loyola University; third 
vice president, Dr. Rubin H. Flocks, Iowa City, pro- 
fessor of urology, State University of Iowa; secre- 
tary-treasurer, Dr. Harold Swanberg, Quincy, Illi- 
nois, (elected for twenty-first consecutive term); 
assistant secretary-treasurer, Dr. Jacob E. Reisch, 
Springfield, Illinois, accounting officer, Dr. Thomas 
F. Harmon, Springfield, Illinois, Dr. Arthur S. Bris- 
tow, Princeton, Missouri, past-president, Missouri 
State Medical Association, is the 1955 president, and 
Dr. Joseph C. Edwards, St. Louis, is the chairman 
of the St. Louis Arrangement Committee. 

The twentieth annual meeting will be held at the 
Hotel Jefferson, St. Louis, September 28, 29, 30. 
The American Medical Writers’ Association will also 
meet at the same hotel, September 30, October 1. 

* 


of the Mississippi Valley 
Medical Journal (Quincy, Illinois) is the annual 
American Medical Writers’ Association number. It 
is principally devoted to papers read at the 1954 
annual meeting of the Writers’ Association in Chi- 
cago last September. There is a symposium on Col- 
legiate Education in Medical Journalism and Writ- 
ing, with papers by I. W. Cole, Earl English, Ray- 
mond C. Pogge, Benjamin B. Wells, Charles R. 
Jordan, and Harold Swanberg; also a symposium on 
Medical Writing, with papers by I. Phillips Froh- 
man, Sidney W. Scorse, Waltman Walters, Alex- 
ander R. Gutman, Harry A. Oberhelman, and Rus- 
sell L. Cecil. These papers, like those of recent years, 
will be available in a reprint, “1954 Symposia on 
Medical Writing,” and may be secured for 25¢ post- 
paid from the Headquarters of the American Medical 
Writers’ Association, 209-224 W.C.U. Bldg., Quincy, 
Illinois. 


The January number 


NEWS NOTES FROM THE AMERICAN 
MEDICAL ASSOCIATION 
* * 


A.M.A. to Issue New Placement Aids - 


Tips for doctors seeking new locations to practice 
and communities looking for a doctor may be found 
in two new physicians placement service booklets 
to be issued late in the spring by A.M.A.’s Council 
on Medical Service. The first, “Physicians Place- 
ment Service — 1955” deals with the history and 
present operations of the A.M.A.’s placement serv- 
ice, giving speciai attention to the activities of the 
services maintained by, or in cooperation with, state 
medical societies. 

The second booklet answers the question from 
civic leaders, “What have other communities done 
to attract physicians?” Brief accounts of modern 
medical facilities which have been made available 
to physicians by a number of communities, along 
with floor plans and photographs, are presented. 
This pamphlet complements the 1953 booklet, “A 
Doctor for your Community.” 

* * 


Doctors, Educators to Discuss 
School Health Problems 

Health of the school child will be the chief topic 
of conversation at the annual meeting of the Joint 
Committee on Health Problems in Education of the 
A.M.A. and the National Education Association 
March 14-16 at A.M.A. headquarters, Chicago, Each 
year the Joint Committee considers important prob- 
lems suggested by physicians, educators, and others 
interested in the school health field. 

This year the group will discuss for future publi- 
cation in pamphlet form such subjects as: (1) Rest 
and sleep problems of growing children; (2) health 
— of school personnel; and (3) nutrition prob- 
ens. 
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ARMED FORCES INSTITUTE OF PATHOLOGY 


The feasibility of consultation by pathologists 
through the medium of color television was explored 
in a three-day symposium sponsored by the Armed 
Forces Institute of Pathology at its new atomic 
attack resistant building in northwest Washington. 

The meeting, which began Monday, January 17, 
was climaxed by a dramatic color television presen- 
tation that brought pathologists from different cities 
together for consultation. 


VETERANS ADMINISTRATION 


Veterans Administration has announced the ap- 
pointment of Dr. Samuel J. Muirhead, chief of pro- 
fessional services at the Lebanon, Pennsylvania, 
VA hospital, as manager of the 973-bed neuropsy- 
chiatric hospital at Salisbury, succeeding Dr. Louis 
A. Verdel, who retired in December, 1954. 

Dr. Muirhead was born in Brazil and received his 
medical degree from Baylor University College of 
Medicine. He interned at the Shreveport Charity 
Hospital in Shreveport, Louisiana. He joined VA 
at its Waco, Texas, hospital in 1941, and since that 
time has served at VA hospitals in Los Angeles, 
California; Sheridan, Wyoming; North Little Rock, 
Arkansas, and Lebanon, Pennsylvania. 

Dr. Muirhead has been chief of professional serv- 
ices of the Lebanon hospital since June, 1952. He is 
a World War II veteran and a diplomate of the 
American Board of Psychiatry and Neurology. 

wie * 


Persons entering the armed forces for the first 
time on and after today (February 1, 1955) will be 
peacetime veterans when they leave service and, as 
such, will be entitled only to peacetime benefits, 
Veterans Administration said recently. 

Peacetime veterans, under present laws, will not 
be eligible for any of the benefits provided by the 
Korean GI Bill, nor for any wartime service bene- 
fits payable to veterans of the Korean conflict 
period. 

Peacetime veterans may be entitled, under 
tain conditions, to medical and domiciliary care, 
disability compensation, aid for the blinded, “whee! 
chair” homes, servicemen’s indemnity, guaranty of 
commercial life insurance premiums, burial ex- 
penses, burial flag, guardianship service and ap- 
peals. Their dependents may be entitled to death 
compensation where the veterans die of service- 
connected causes. 
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Classified Advertisements 


OAK FOREST LODGE— 
A CONVALESCENT HOME 


For Male, Female, ambulatory or bed-patients. 
Avents Ferry Road, Raleigh, North Carolina. 
Mrs. Freda Grow, Operator. Phone 3-9678. 


FOR SALE: General Practice; New 50 bed 
hospital, will introduce, leaving to specialize. 
George W. Fisher, Jr., M.D., Box 505, Eliza- 
bethtown, North Carolina. 


FOR SALE: Emerson vascular rocking bed 
for treatment of circulatory disorders, prac- 
tically new. Regular price $900, will sell for 
$500. May be seen at Carolina Surgical Sup- 
ply Company (Raleigh Store), MARY ELIZA- 
BETH HOSPITAL, RALEIGH, N. ¢ 
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The Month in Washington 


With the eighty-fourth Congress well into 
its first session, all indications point to an 
active year in medical legislation. Many of 
the bills will founder somewhere along the 
way, but as of now an imposing number are 
lined up awaiting consideration in Senate 
and House. 

Confirmation that medical problems rank 
high in the administration’s work schedule 
for Congress came early in January in Pres- 
ident Eisenhower’s State of the Union Mes- 
sage. This is the address, delivered in person 
before a joint meeting of Senate and House, 
in which the President annually outlines in 
general terms the condition of the country 
and the new legislation he believes should 
be enacted. 

This message highlighted the President’s 
objectives, but did not tell in specific terms 
how he expected to reach them. The details 
came later, in five additional messages to 
Congress, including one on health on Jan- 
uary 24. The President wants Congress to 
take action on the following health and med- 
ical items: 

1. A federal health reinsurance service. 
This idea was rejected by the House last 
year, but neither Mrs. Hobby nor Mr. Eisen- 
hower has given up hope for it. 

2. A plan to insure better and more uni- 
form medical care for public assistance re- 
cipients through larger U.S. appropriations 
and more administrative controls. 

3. Federal assistance in construction of 
health facilities and in providing more 
trained health personnel (other than phy- 
sicians). 

4. A new federal program to combat men- 
tal illness and return more mental patients 
to useful lives outside institutions. 

5. An improved federal program for aid- 
ing crippled children and for maternal and 
child health. 

6. Strengthening of the pure food and 
drug laws to give greater consumer protec- 
tion. 

7. More attention to “the increasingly 
serious pollution of our rivers and streams 
and the growing problem of air pollution.” 

8. An expanded program for the medical 
care of military dependents. 


From the Washington Office, America Medical Association. 
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9. A voluntary health insurance program 
for federal civilian employees with U.S. con- 
tributions and payroll deductions authorized 
for the employees. 

So much for what the Republican Presi- 
dent hopes te get through Congress. It is too 
early to say how much of this program will 
have the support of the Congress, now under 
Democratic control. It is clear, however, that 
many leading Democrats want to enact some 
legislation the President didn’t include in his 
program. 

Federal aid to medical education is prom- 
inent in the plans of many of the Democrats, 
and some of the Republicans. The bills cover 
a wide range, some restricted to construction 
grants but others offering help in meeting 
operating expenses and incentives to in- 
crease the number of students. Other bills 
offer federal grants to voluntary health 
plans to subsidize coverage of the indigent, 
the “medically indigent,” the unemployed, 
and the aged. Because the administration 
has declared itself opposed to subsidies, it 
is unlikely that any measures of this type 
will win the support of Mrs. Hobby’s de- 
partment and the White House. 

Members on both sides of the aisle also 
are proposing greater emphasis on research, 
seeking the causes and cures of such diseases 
as cancer, heart disease, mental illness, and 
arthritis. Some of these bills fit in with the 
Eisenhower program and philosophy, and 
are likely to have White House support at 
the hearings. 

This tendency to stimulate more basic 
medical research, both at the federal level 
and through state grants, may be an impor- 
tant factor when Congress gets around to 
passing the appropriation bills for the vari- 
ous Institutes of Health, the research arm of 
U. S. Public Health Service. 

Several years ago a Democratic Congress 
took a serious interest in a bill for federal 
aid to local public health departments. Some 
of the influential Democrats have revived 
this idea, and are working for its passage 
this session. As expected, the old Truman- 
Ewing plan for national compulsory health 
insurance again is before Congress. The first 
one to introduce a bill along these lines was 
Representative John D. Dingell, a sponsor 
of the original plan. Later others joined with 
him in backing the idea, but up to now the 
open support for it is not extensive on Capi- 
tol Hill. 
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ADVERTISEMENTS 


Normal Colon 


Ulcerative Colitis 


METAMUCIL® IN CONSTIPATION 


Atonic Colon 


Smoothage in Correction of Colon Stasis 


To initiate the normal defecation reflex, 
the “‘smoothage” and bulk of Metamucil provide 
the needed gentle rectal distention. 


Qhe the habit of constipation has been estab- 
lished, due to any of a large number of causes, it 
becomes a major problem. Self-medication with 
irritant or chemical laxatives, or repeated enemas, 
usually causes a decreased, sluggish defecation 
reflex and may result in its complete loss. 

Rectal distention is a vital factor in initiating 
the normal defecation reflex, and sufficient bulk 
is thus of obvious importance in restoring this 
reflex. Metamucil provides this bulk in the form 
of a smooth, nonirritating, soft, hydrophilic col- 
loid which gently distends the rectum and initiates 
the desire to evacuate. Metamucil demands ex- 
tra fluid, imparting even greater smoothage to 
the intestinal contents, 

It is indicated in chronic constipation of 
various types—including distal colon stasis of the 


“irritable colon’’ syndrome, the atonic colon fol- 
lowing abdominal operations, repressions of def- 
ecation after anorectal surgery and in special con- 
ditions such as the management of a permanent 
ileostomy. Metamucil is the highly refined mucil- 
loid of Plantago ovata (50°), a seed of the psyl- 
lium group, combined with dextrose (50%) as a 
dispersing agent. 

The average adult dose is one rounded tea- 
spoonful of Metamucil powder in a glass of cool 
water, milk or fruit juice, followed by an addi- 
tional glass of fluid if indicated. 

Metamucil is supplied in containers of 4, 8 and 
16 ounces, It is accepted by the Council on 
Pharmacy and Chemistry of the American Med- 
ical Association. G. D. Searle & Co., Research 
in the Service of Medicine. 
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Specializing in the Treatment of Al-oholism 


THE KEELEY INSTITUTE 
447 W. WASHINGTON ST. PHONE 2-4413 
GREENSBORO, N. C. 


REGISTERED WITH THE COUNCIL ON ZDUCATION AND HOSPITALS OF AMERICAN MEDICAL ASSOCIATION, 
MEMBER AMERICAN HOGPITAL ASSOCIATION. MEMBER NORTH CAROLINA HOSPITAL ASSOCIATION, 
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Rheumatoid arthritis, 
rheumatic fever, 
intractable asthma, 
allergies... 


Supplied: 

5 mg. tablets in bottles of 50 
10 mg. tablets in bottles of 25, 100, 500 
20 mg. tablets in bottles of 25, 100, 500 


*®REGISTERED TRADEMARK FOR THE UPJOHN 
BRAND OF HYDROCORTISONE (COMPOUND F) 


The Upjohn Company, Kalamazoo, Michigan 


Compressed 
Sortef*,20 me 
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“Premarin” relieves” 
enopausal symptoms with 


rtually no side effects, and 
imparts a highly gratifying 


GLENWOOD PARK SANITORIUM 


W. C. ASHWORTH, GREENSBORO, 
North 
Carolina 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found. 


WortTH WILLIAMS, Business Manager R. M. Bure, Jr., Medical Director 


Address: GLENWOOD PARK SANITORIUM, Greensboro, N. C. 
Telephone: 2-0614 
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For Nasal Congestion 
in THE COMMON COLD 


Physiologically acceptable Neo-Synephrine 
hydrochloride solution promptly constricts the 
engorged nasal capillaries which are responsible 
for nasal congestion in the common cold. When 
the nasal mucosa is reduced to its normal state, 
the nasal passages resume their proper patency, 
drainage is possible, and the patient can again 
breathe freely. 


By its shrinking action on the nasal mucosa, Neo- 
Synephrine helps to keep the sinuses aerated 
and the openings to the eustachian tubes clear. 


Neo-Synephrine within minutes produces decon- 
gestion that lasts for hours. 


® 
NEO-SYNEPHRINE 
Hydrochloride 
0.25%, 0.5% and 1% Solution 
Nu: Nasal Spray — Plastic Squeeze Bottle 


Neo-Synep in a 
of phenyl es 
Off 
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Here is some good, doctorly advice ... and this 
time it’s for you, Doctor. 

Put your collection problems into the collective 
hands of the Medical-Dental Credit Bureau. Here, a 
skilled staff of highly trained collection people 
handle your un-paid accounts in an ethical, courteous 
manner. They help you get your money and restore 
patients, too. 

Ask any doctor who benefits from the services of 
the Medical-Dental Credit Bureau. He’ll tell you that 
you can’t find an easier way to strike those unpaid 
accounts from your books ... and create better doc- 
tor-patient relations. 

Call or write your nearest Medical-Dental Credit 
Bureau office today for full information. There’s no 
obligation, of course. 


(MEDICAL- DENTAL CREDIT BUREAUS 


Charlotte - 212 N. Torrence St.- Phone 7-1529 High Point-513 Security Bank Bldg.- Phone 3955 
Sreensboro-216 Commerce Pl. — Phone 3-8255 Lumberton — 115 W. Second St. — Phone 3284 
Winston-Salem - 624 Nissen Bldg.-Phone 4-8373 


North Carolina Members — National Association Medical-Dental Bureaus 


ESTABLISHED 1911 


WESTBROOK SANATORIUM 


PAUL V. ANDERSON, M.D, 
Staff President 


private psychiatric hospital em- 


ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 
Medical Director 


ment procedures—clectro shock, in- 
JOHN R. SAUNDERS, M.D, 
sulin, psychotherapy, occupational and ‘hinsenta 


recreational therapy—for nervous and THOMAS F. COATES, M.D. 
Associate 


mental disorders and problems of — 
R. H. CRYTZER, Administrator 


addiction. 
P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 
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For ease and certainty 


in feeding him 


tell the supervisor 
to put him on 


“BAKER’S MODIFIED MILK” 


Suitable for all infant feeding from birth to the 
end of the first year, Baker’s Modified Milk is a 
time-saver for busy physicians and hospitals. 


With Baker’s, there’s hardly any chance of error 
—simply dilute to prescribed strength* with 


water, previously boiled. = BAKER’S MODIFIED MILK 


Made from grade A milk (U.S. 


Baker’s Modified Milk is supplied gratis to 7) Public Health Service Milk Code) 
which has been modified by 


hospitals and is available in your hospital. 

- a vegetable and animal fats and by 
the addition of carbohydrates, 
vitamins, and iron. 


THE BAKER LABORATORIES INC. 


Milk Products Exclusively pe the Medical, “FEEDING DIRECTIONS 


Boiled 
Baker's Water 


MAIN OFFICE: CLEVELAND 3, OHIO 
First 5 days of life |1 part) 2 parts 


PLANT: EAST TROY, WISCONSIN Second 5 days |! parts! 
After 10th day 1 port] | part j 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle RICHMOND, VIRGINIA 
Medicine: Surgery: 
Manfred Call, III, M.D. A. Stephens Graham, M.D. 
M. Morris Pinckney, M.D. Charles R. Robins, Jr., M.D. 
Alexander G. Brown, III, M.D. Carrington Williams, M.D. 
John D. Call, M.D. Richard A. Michaux, M.D. 
Wyndham B. Blanton, Jr., M.D. Carrington Williams, Jr., M.D. 
Obstetrics and Gynecology: Urological Surgery: 
ve. Durwood Suggs, M.D. Frank Pole, M.D. 
potswood Robins, M.D. Oral Surgery: 
Edwin B. Parkinson, M.D. Guy R. Harrison, D.D.S. 


David C. Forrest, M.D. 
Plastic Surgery: 


Orthopedics: Hunter S. Jackson, M.D. 
Beverly B. Clary, M.D. Roentgenology and Radiology: 
a Fred M. Hodges, M.D. 
Pediatrics: L. O. Snead, M.D. 
Charles P. Mangum, M.D. Hunter B. Frischkorn, Jr., M.D. 
Edward G. Davis, Jr., M.D. William C. Barr, M.D. 
Physiotherapy: 
Ophthalmology, Otolaryngology: : D 
W. L. Mason, M.D. Miss Etheleen Dalton 
Anesthesiology: 
Pathology: William B. Moncure, M.D. 
Regena Beck, M.D. Heth Owen, Jr., M.D. 
Director: 


Charles C. Hough 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. J. T. Vernon, M.D. 


MENTAL DISEASES, INEBRITY AND DRUG HABITS 

A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved methods, Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 


seasons. 
The three medical officers of the staff reside at the sanatorium and devote their full 


time to the care and service of the patients. 
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arthritis 


“and 
allied 


disorders... 


BUTAZOLIDIN’@ 


(brand of phenylbutazone) 


for potent, nonhormonal therapy 


The anti-arthritic potency of BUTAZOLIDIN is well 

| substantiated by recent clinical reports. In peripheral 

| rheumatoid arthritis, for example, BUTAZOLIDIN produced 
‘major improvement” in 42.9 per cent of the patients studied; 

in rheumatoid spondylitis “major improvement” 

in 80 per cent; and in gout 90.9 per cent demonstrated 

“marked improvement” or “complete remission of symptoms 

and signs within 48 hours.””* 


BurTAzouipIN being a potent agent, the physician should carefully select 
candidates for treatment and promptly adjust dosage to the minimal 
individual requirement. Patients should be regularly examined during 
treatment, and the drug discontinued should side reactions develop. 


Detailed literature on request. 
*MacKnight, J. C.; Irby, R., and Toone, E. C., Jr.: Geriatrics 9:111 (Mar.) 1954. 


Butazo.ipin® (brand of phenylbutazone): Red coated tablets of 100 mg. 


GEIGY PHARMACEUTICALS 
ry Division of Geigy Chemical Corporation 
\ 220 Church Street, New York 13, N. Y. 


In Canada: Geigy Pharmaceuticals, Montreal 
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SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


125-BED PRIVATE PSYCHIATRIC HOSPITAL FOR THE TREATMENT OF NERVOUS 
AND MENTAL DISORDERS, INCLUDING ALCOHOLISM AND ADDICTION. 


James P. King, M.D., Director 


James K. Morrow, M.D. 


Thomas E. Painter, M.D. 


Daniel D. Chiles, M.D. 


James L. Chitwood, M.D., Medical Consultant 


Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 
BLUEFIELD MENTAL HEALTH CENTER 
1400 Bland Street 
Bluefield, W. Va. 
David M. Wayne, M.D., Director 


THE NEW IMPROVED 


HYFRECATOR 


for 
Electro - Coagulation 
- Desiccation 


- Fulguration 


Over 90,000 Hyfrecators 
in Daily Use In Every 
Field of Practice. The 
New Hyfrecator permits 
improved accuracy of con- 
trol and dosage in all 
technics. It provides phy- 
sicians with a convenient 
and proven method of removing warts, moles 
and other growths with damped, high-fre- 
quency currents and of carrying out office 
technics of bi-active coagulation. 


See this Hyfrecator at 


CAROLINA SURGICAL 
SUPPLY COMPANY 


NORTH CAROLINA 


Sima’ Seruirce 


is 
An Estate Analysis 


It minimizes YOUR ESTATE 
TAXES and INCOME TAXES 
for your beneficiaries. 


Many North Carolina physicians 
have benefited from Sims’ Service. 


Your inquiry is invited. Client list 
(name use has been approved) is 
available upon request. 


CHARLES H. SIMS, C.L.U. 
ASSOCIATE GENERAL AGENT 
STATE MUTUAL LIFE ASSURANCE Co. 
512 SOUTHEASTERN BUILDING 
GREENSBORO, N. C. — TELEPHONE 2-1086 


Service to Professional Men for Over 20 Years. 
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ALL YOURS 
with a General Electric 


Electrocardiograph 


1. Recording is faster, much simpler 


With the Cardioscribe, there’s no more fussing with electrodes 
during lead taking. Exclusive chest lead selector switch makes the 
difference. Once patient electrodes are in place, you can take leads 
1, 2, 3, aVR, aVL, aVF — as well as the 1 to 6 positions at V, CR, 
CL and CF merely by turning switches, 


pA Paper loading is easier, 
more accurate 


You'll welcome the advantages 
built into General Electric’s 
new paper drive, Extremely 
accurate, it lets you load in the 


open...in séconds! No fum- 
bling inside the case .. . noth- 
ing to disassemble. Just flip 
open the hinged door, pull out 
the paper drive, load, and snap 
back into place. 


3. Cabinet offers extra convenience, safety 


Here’s truly functional design! The Cardioscribe is a flat, easily 
handled package. Control covers open wide at a touch . , . no clumsy 
catches or locks! No groping for controls! Every dial easily accessi- 
ble. Its leather handle is attached to the main case. When carried, 
weight is close to your body . . . just like an overnight bag. 

Another distinct Cardioscribe advantage: famous General Electric 
service from over 70 district and local offices. For full details on the 
DWB Cardioscribe, call your G-E representative. 


Progress /s Our Most Important Product 


GENERAL @ ELECTRIC 


Direct Bratch: Resident Representatives: 
CHARLOTTE — 1140 Elizabeth po WINSTON-SALEM — N. E. Bolick, 1234 Miller Street 
z WILSON — A. L. Harvey, 1501 Branch Street 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 


Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRAWNER, wy. D. Jas. N. BRAWNER, JR., M. D. ALBERT F. BRAWNER. M. D. 
MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P.O. Box 218 Phone 5-4486 
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itching, 
scaling, 
burning 


keep returning? 


Sztsun acts quickly to relieve seborrheic der- 
matitis of the scalp. Itching and burning 
symptoms disappear with just two or three 
applications — scaling is controlled with just 
six or eight applications. And SEtsun is ef- 
fective in 81 to 87 per cent of all seborrheic 
dermatitis cases, 92 to 95 per cent of dandruff 
cases. Easy to use, SELSUN is applied and rinsed 
out while washing the hair. Takes little time, 
no messy ointments or involved procedures. 
Prescribe the 4-fluidounce bottle for all your 
seborrheic dermatitis patients. 


Complete directions are on label. Abbett 


®Setsun Sulfide Suspension/Selenium Sulfide, Abbott 
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Something NEW 
is Cooking 


the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


lentine’ 
Valentine’s 
MEAT EXTRACT 


MORE INSURANCE NOW AVAILABLE 


Chink! HOW THESE AMOUNTS 


WOULD HELP Ih PAYING ESTATE TAXES IN 
CASE YOU ARE ACCIDENTALLY KILLED... 


stimulates the appetite, 
increases the flow of 
digestive juices, 


provides: supplementary 
amounts of vitamins, minerals 
and soluble proteins, 


extra-dietary vitamin Bj», 


protective quantities of 
*, potassium, in a palatable and 
readily assimilated form. 


Debilirating 
gastrointestinal 
conditions. 


SPECIFIC BENEFITS acso For Loss OF SIGHT, 
OR LIMBS FROM ACCIDENTAL INJURY 


Supplied in bottles of 2 or 6 fiuidounces. 


HOSPITAL INSURANCE ALSO FOR OUR 
MEMBERS AND THEIR FAMILIES 


Dosage is 1 teaspoonful two or three times daily; 


$4,000,000 Assets two or three times this amount for potassium 
$20,000,000 Claims Paid therapy. 
52 Years Old 
Physicians Casualty & Health Ass’ns. VALENTINE Company, Inc. 


Omaha 2, Nebraska RICHMOND 9, VIRGINIA 
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A Modern Hospital 
: | for the 
Treatment of Alcoholism 


A private hospital employing the latest scientific Hormones -Vitamin treat- 


ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 


and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


; & The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
; a common sense approach to the actual removal of the CAUSES creating the 
desire for alcohol. It is the result of years of clinical research and experience... 


2 sound in principle... thoroughly safe ... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11 
Salem, Virginia— Phone Salem 4761 


*Hormovit is the exclusive trade mark of the White Cross Hormones-Vitamin Treatment Copyright 1952, H. N. Alford, Adanta, Gar 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, electro- 
shock, psychotherapy, occupational and recreational 
therapy—for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
Medical Director 


Robt. L. Creis, M.D., Diplomate in Neurology 
and Psychiatry 
Associate Medical Director 


(Compliments 


Wachtel’s, Inc. 


= ft = 
= 
SURGICAL 
SUPPLIES 


The e e e FOR 


Th EXCEPTIONAL 
ompson CHILDREN 


Homestead Year round private 
home and school for 
School infants, children and 
adults on pleasant 

65 Haywood Street 250 acre farm near Charlottesville. 


ASHEVILLE, North Carolina Write for booklet. 
Mrs. J. Bascom THOMPSON, Principal 
P. O. Box 1716 Telephones 1004-1005 


FREE UNION VIRGINIA. 
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there is no substitute for 


“KNOW-HOW” 


Only a doctor can best specify 
the scientific requirements for 
correct sleeping posture, health- 
ful sleeping comfort. That’s why 
Sealy enlisted the judgment and 
skill of members of the medical 
profession itself in developing 
the “world’s largest selling mat- 
tress designed in cooperation 
with leading Orthopedic Surgeons” . . . the superb 
Sealy Posturepedic Mattress. The spine-on-a-line 
support, the relaxing resiliency of this finer, firmer 
mattress merit your early attention. 


Sealy 


POSTUREPEDIC 


innerspring mattress 


* PROFESSIONAL DISCOUNT 


* 


*To q y everywhere 
with the exclusive features of this 
mattress, Sealy offers a special pro- 
fessional di t on the purch of 
the Sealy Posturepedic for the doc- 
tor’s personal use only. Now doctors 
may discover for themselves, AT SUB- 
STANTIAL SAVINGS, the superior 
support, the luxurious comfort of the 
Sealy Posturepedic. See below 
for details. 


SEALY Has FREE Reprints 
of the booklets named in the coupon 
below and will be happy to forward 
you quantities for use in your office. 


lee 


SEALY OF THE CAROLINAS : 
Lexington, North Carolina : 
Gentlemen: Please send me 
without charge: 
——Copies of “The Orthopedic Surgeon Looks 
at Your Mattress” 
——Copies of “A Surgeon Looks at Your 
Child’s Mattress” 
——Please send free information on profes- 
sional discount 


in its completeness 


35 


Digitalis 
(Davies, Rose) 


0.1 Gram 
(apprax. 1% grains) 
N: 
aw ts dispens- 
ing withogt 


tion 


GAYIES, ROSE & CO. Ud. 
Boston, Wass. 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical sampies sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 
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TO MEMBERS OF THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


As close as your phone... 


TELEPHONE COLLECT 
5-5341 — DURHAM 


If you have any problems in 
connection with disability in- 
surance we invite you to call 
this office—collect. We'll do 
our best to help you — and 
there’s no obligation on your 


part. 


ee THIS IS THE ACCIDENT AND HEALTH 
o PLAN ESTABLISHED BY THE STATE 


SOCIETY FOR ITS MEMBERS IN 1940 


PLANS AVAILABLE 


Accidental Dismemberment Accident and Annual Semi-Annual 
Death Benefits, Up to Sickness Benefits Premium Premium 


$5,000.00 $10,000.00 $ 50.00 weekly $ 90.00 $45.50 

5,000.00 15,000.00 75.00 weekly 131.00 66.00 

5,000.00 20,000.00 100.00 weekly 175.00 86.50 
($433.00 per month) 


Members under age 60 may apply for $10.00 per day extra for hospitalization 
at premium of only $20.00 annually, or $10.00 semi-annually. 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE OR CALL 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


Representing—COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 
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ASHEVILLE 


and alcohol habituation. 
facilities including electroencephalography and X-ray. 


Wo. RAY GRIFFIN, SR., M.D. 
Diplomate in Psychiatry 


For rates and further information write 


APPALACHIAN HALL 


ESTABLISHED — 1916 


An Institution for the diagnosis and treatment of Psychiatric and N 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete laboratory 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


MARK A, GRIFFIN, SR., M.D. 
Diplomate in Psychiatry 


NORTH CAROLINA 


, Test, convalescence, drug 


logical ill 


Wm. RAy GRIFFIN, JR., M.D. 
MarK A. GRIFFIN, JR., M.D. 


APPALACHIAN HALL, ASHEVILLE, N. C. 
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for the epileptic 


Modern diagnostic methods and effective 
anticonvulsants now help the patient 
with epilepsy enjoy greater freedom from 
seizures. And with a more understanding 


Society, greater independence is assured. 


D LANT N° S O D IUM (diphenyihydantoin sodium, Parke-Davis) 


an established anticonvulsant 

of choice, alone or in combination, 

for control of grand mal and 

psychomotor seizures <= without 

the handicap of somnolence. 

DILANTIN Sodium is supplied ina 
variety of forms -=- including Kapseals® 
of 0.03 Gm. (% gr.) and 0.1 Gm (1% ger.) 


in bottles of 100 and 1,000. 


reater independence | 
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DEPENDABLE 
PROTECTION 
COSTS 

so 

LITTLE 


No child need be denied protection against rickets 


and vitamin A and D deficiencies. 


| UNITED STATE 7 Mead’s Oleum Percomorphum is a potent, effec- 
UI ANTRICA tive source of vitamins A & D... that can be 


given at a cost of about a penny a day. 


Specify Mead’s Oleum Percomorphum for utmost 
dependability. It assures your pediatric patients a 
vitamin preparation with more than 20 years of 
successful use . . . exactingly assayed . . . an 


unexcelled product of modern processing, 


MEAD’s ||OLEUM PERCOMORPHUM 


Dosage: 5 to 1 drops daily. economical, potent vitamin A & D drops 


Available in 10 ce. and in 
economical 50 cc. bottles. 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A. T MEAD) 
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